Volume 20, Number 6 DECEMBER 1956 


In This Issue 
Hepatic Disorders . . . +. Havens 


Nonmalignant Thyroid Diseases. . . . . . Black 
Chronically Congested Nose. . . . . . . Hunnicutt 


Complete Contents on A-5, A-6 and A-8 


NINTH EDITION — Tue Complete, One-Volume Reference 
Cecil and Loeb’s Medicine 


See SAUNDERS Advertisement on pages A-14 and A-15 


ae 
& 
= 
£ 
& 
\ 
ae 
‘ 
isement) iy 


BACITRACIN-TYROTHRICIN-NEOMYCIN-BENZOCAINE TROCHES 


It’s the time of year when people crowd together and sore 
throats spread. For these mixed bacterial throat infections, 
TETRAZETS troches provide continuing local therapy. 
The 3 potent antibiotics in TETRAZETS have a low index 
of toxicity and sensitization. Each TETRAZETS troche 
contains zinc bacitracin SO units, tyrothricin 1 mg., neo- 
mycin sulfate 5 mg., and anesthetic benzocaine 5 mg. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC... PHILADELPHIA 1, PA. 


ee For winter sore throats, a more potent antibiotic troch | 
p antibiotic trocne 
= S R 
‘ 
ite 
‘ 


Volume 20 + Number 6 


DECEMBER - 1956 


Posteraduate 
Medicine 


OFFICIAL JOURNAL OF THE INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION 


TABLE of CONTENTS 


The Prevention of Hepatic Disorders 
W. PAUL HAVENS, JR., M.D. 579 


Treatment of Epilepsy With Diphenylhydantoin Sodium 
( DILANTIN® soDIUM ) 
SAMUEL LIVINGSTON, M.D. ; 584 


Abdominoperineal Proctosigmoidectomy With Transplantation 
of Transverse Colon to Anus—Report of 21 Cases 
HARRY E. BACON, M.D. AND MIGUEL A. VALIENTE, M.D. 591 


Medical Concepts of Aging 
THEODORE C. KRAUSS, M.D. 597 


Treatment of Nonmalignant Diseases of the Thyroid 
B. MARDEN BLACK, M.D. _ . 


Chronic Pulmonary Emphysema 
LEROY HYDE, M.D. AND BERNARD HYDE, M.D. . _. .609 


The Diagnosis and Treatment of Spina Bifida 
F. MILES SKULTETY, M.D. ......... 615 


Foreign Bodies in the Air and Food Passages 
PAUL H. HOLINGER, M.D. AND KENNETH C. JOHNSTON, M.D. . 


The Chronically Congested Nose 
LELAND G. HUNNICUTT, M.D. ” 625 


Nonsurgical Abdominal Pain 
C. CLIFFORD JOHNSON, M.D. 631 


Paroxysmal Hypertension Due to Pheochromocytoma 
RALPH D. ROSS, M.D., JOSEPH A. BERES, M.D., 
EUGENE S. MAXSON, M.D., CHARLES K. HOLLOWAY, M.D. 
AND ROBERT D. MITCHELL, M.D. a 638 


(Continued on page A-6) 


4 
igh 
j 
| 
) 
i 
| 
y 
7 


TABLE OF CONTENTS—Continued 


Care of the Patient With Chronic Pulmonary Disease 


SCIENTIFIC EXHIBIT 


Wire Brush Planing—an Office Procedure 


CLINICAL STUDY 


Medihaler® Therapy for Bronchial Asthma—A New Type of 
Aerosol Therapy 


CLINICOPATHOLOGIC CONFERENCE 


Case Report 
FROM THE VETERANS ADMINISTRATION HOSPITAL, HINES, ILLINOIS... 674 


DEPARTMENTS 


The History of Tension 

Perinatal Mortality 

Nickel Dermatitis 

Mortality and Morbidity Trends Since 1900 
Anton Julius Carlson 


INDEX TO VOLUME 20.......... ........... 


**PLACEBO” —Jackson A. Smith, M.D. A-18 


YOUR QUESTIONS ANSWERED $4 A-22 
Treatment of Burns 
Life Expectancy After Myocardial Infarction 
Intra-uterine, Wishbone-type Pessary for Contraception 
Intractable Pruritus 
Narcolepsy 


WHAT'S HAPPENING IN MEDICINE Facing A-32-33 


Unusual Aspects of Anonymous Letter Cases 
GEORGE G. SWETT 


LABORATORY NOTES. Arthur H. Sanford, M.D. A-52 


(Continued on page A-8) 


| 
i 
ie 
! 
4 


Patients with diminished androgenic activity improve Ph 
satisfactorily on parenteral androgen therapy — but may 
feel “tied” to your hypodermic needle. 


Fully as good results can be obtained with Metandren Linguets... 

for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 

in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide wR 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


2/2275 SUMMIT, N. J- 


December 1956 A-7 


Parenteral-like androgen effect without injection 


TABLE OF CONTENTS—Continued 


MEDICINE FROM ABROAD A-62 
NEW FOR YOUR ARMAMENTARIUM A-86 
PRODUCTS BY THERAPY INDICATIONS A-105 
THE MEDICAL BOOKMAN A-118 
THE MEDICAL MUSE. Richard Armour A-152 
DR. PEPYS’ PAGES. Morris Fishbein, M.D. A-164 
1956 INTERSTATE ASSEMBLY—A REPORT A-172 
INDEX TO TECHNICAL EXHIBITS A-176 
rr 
neomycin and ethamicort Ms 


POSTGRADUATE MEDICINE 


i 
q 
& 
| 
A-8 


The Prevention of 


Hepatic Disorders 


W. PAUL HAVENS. JR.* 


Jefferson Medical College. Philadelphia 


The importance of he- 
patic disease as a cause 
of illness or death in 
many parts of the world 
is attested by its emer- 
gence during recent 
years as a subject of 
study and reports of 
the World Health Or- 
ganization.'** It is gen- 
erally recognized that W. PAUL HAVENS, JR. 
the majority of hepatic 
disorders are caused by (1) nutritional defi- 
ciency and (2) certain infectious diseases. 
Other numerically less important causes are 
chemical poisons such as the halogenated hy- 
drocarbons, obstructive lesions of the biliary 
tract with or without ascending infection, and 
neoplasms. 

No attempt will be made in this paper to 
discuss fully the less frequent causes of he- 


*Department of Medicine, Jefferson Medical College, Philadelphia, 
Pennsylvania. 


Many of the investigations described herein were sponsored by the 


Commission on Viral Infections or the Commission on Liver Diseases 
of the Armed Forees Epidemiological Board, and were supported in 
whole or in part by the Offiee of the Surgeon General, Department 
of the Army. 
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patic disease, although mention will be made 
of certain principles involved in their preven- 
tion. The protection of workers from exposure 
to various toxic agents has sharply reduced 
the incidence of hepatic injury due to such 
substances. Greater appreciation of the poten- 
tial problems created by calculi in the gall- 
bladder, whether or not associated with symp- 
toms, has resulted in the widespread concept 
that cholecystectomy is advisable when calculi 
are found, provided the patient can tolerate 
a surgical procedure. If symptoms are pres- 
ent before operation, the likelihood of relief 
is good. On the other hand, even though symp- 
toms are not present, the possible develop- 
ment of acute infections involving the gall- 
bladder or obstruction of the common duct. 
with potential intrahepatic damage, offers suf- 
ficient reason for cholecystectomy. In addi- 
tion, although the incidence of primary neo- 
plasm of the gallbladder in the patients with 
calculous cholecystitis is low, calculi are so 
commonly found in gallbladders of patients 
having neoplasms of that organ that many 
believe prophylactic cholecystectomy is war- 
ranted on this basis. 
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The liver is involved primarily or second- 
arily during the course of infectious diseases 
caused by a variety of organisms. In certain 
instances, as in yellow fever, control of mos- 
quitoes and the advent of an effective vaccine 
have made it possible to check this disease. 
In contrast, because of the nature of the pro- 
phylactic measures involved, far less success 
has attended the efforts to prevent the hepatic 
disease associated with various parasitic in- 
festations, particularly schistosomiasis. 

The prevention of hepatic disease is con- 
cerned not only with primary protection against 
hepatic injury but also with inhibition of pro- 
gression of already established hepatic dis- 
ease. The latter implies the use of various 
therapeutic regimens. A description of the 
prophylactic measures against all conditions 
that may affect the liver would be beyond the 
scope of this paper. Therefore, this discus- 
sion will be limited to the prevention of he- 
patic injury associated with nutritional de- 
ficiency and viral hepatitis. 


Dietary Protein Deficiency 


The importance of dietary animal protein 
in preventing and treating nutritional hepatic 
disease is well known,’ although the exact re- 
lationship between experimental and human 
hepatic nutritional injury is not completely 
defined. Many parallels exist between experi- 
mental and clinical dietary hepatic injury, par- 
ticularly in regard to the development of fatty 
infiltration and cirrhosis. Less is known con- 
cerning the relationship between nutritionally 
induced hepatic necrosis in animals and the 
occurrence of hepatic necrosis in man. 

Dietary deficieney may be the result of eco- 
nomic, cultural or psychologic patterns, and 
equally severe hepatic disease may occur in 
persons whose deficiency is conditioned by 
inability to afford animal protein, taboo 
against eating it, or avoidance of it because of 
preference for other foods. In this country a 
numerically important group of patients in 
this category is made up of chronic alcoholics, 
who derive a large percentage of their caloric 
intake from alcoholic beverages and in whom 
there is often a relative or absolute deficiency 
of dietary animal protein. The occurrence of 
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fatty infiltration of the liver or hepatic cirrho- 
sis in these persons is not uncommon. 

In many other parts of the world, including 
Africa, Asia, and Latin and tropical America, 
protein malnutrition is a serious problem in 
mothers, infants and children. The term 
“kwashiorkor” is used to define a protein de- 
ficiency syndrome that makes its appearance 
during or shortly after weaning, in infants 
between 4 and 36 months of age. Clinically, 
it is characterized by diminished fat and rate 
of growth, dermatoses, mental apathy, reddish 
hair, anemia, fatty liver and gastrointestinal 
disturbances. Various combinations of these 
abnormalities are found in different areas. 
In Jamaica,’ for example, an interesting clini- 
cal pattern, characterized by malnutrition, 
hepatomegaly and ascites, may be found a 
few months after weaning. Pathologically, the 
liver is involved with serous exudation, endo- 
phlebitis, and the deposition of an eosinophilic 
staining coagulum in which fibrosis eventually 
occurs. 

These syndromes occur most frequently 
among children who are weaned early. The 
artificial feedings of such infants tend to be 
deficient in both quantity and quality; they 
are mainly carbohydrate and contain only 
small amounts of animal protein. In Jamaica. 
where the hepatic lesion is often described as 
serous hepatosis and endophlebitis rather than 
fatty infiltration, the dietary intake of the in- 
fant includes “bush” tea which is known to 
contain certain alkaloids. The possibility that 
these alkaloids may have a toxic effect on the 
liver has been suggested. 

Prevention and treatment—Ways to pre- 
vent hepatic disease in persons who consume 
large amounts of alcoholic beverages are not 
clear. It is believed that the ingestion of a 
well-balanced diet, high in animal protein and 
B vitamins, is likely to minimize hepatic in- 
jury in such persons. However, that this is not 
the whole story is illustrated by the fact that, 
at times, alcoholics who eat deficient diets for 
prolonged periods fail to develop evidence of 
hepatic disease, while others who eat consider- 
able amounts of animal protein develop severe 
hepatic injury. 

On the other hand, when hepatic disease is 
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established in patients with protein deficiency 
and alcoholism, there is excellent evidence to 
show that the ingestion of a well-balanced diet 
and abstinence from alcohol are beneficial, 
particularly if started early in the course of 
hepatic disease.” 

In other civilizations where protein defi- 
ciency is much more the result of economic or 
cultural patterns, the methods recommended 
for prevention or treatment include: (1) edu- 
cation of the public in nutritional matters and 
(2) increased production and consumption of 
foodstuffs rich in animal or vegetable pro- 
teins. It is known that additional animal pro- 
teins can be introduced into the diet by the 
increased use of skim milk powder, which has 
become an important prophylactic and thera- 
peutic agent. It is possible to feed a child 3 
to 4 gm. of protein per kilogram of body 
weight in this form. However. it is apparent 
that in many parts of the world an increased 
protein consumption will for a long time de- 
pend mainly on vegetable sources. The fact 
that certain purely vegetarian communities 
get on without such manifestations of protein 
deficiency suggests the possibility that some 
suitable mixing of plant proteins may yet be 
found to be effective. 


Viral Hepatitis 


At present, the most important infectious 
disease directly involving the liver is viral 
hepatitis, which has been pandemic through- 
out the world during the past 15 years. In this 
period, much new information has accrued, 
and it is now believed that there are at least 
two strains of virus, A and B, which may 
cause hepatitis. Unfortunately, neither of these 
agents has been transmitted to laboratory ani- 
mals, embryonated eggs or tissue culture. In 
addition, there is no specific serologic test to 
aid in diagnosis. For these reasons, the ad- 
vances in our knowledge have been hampered. 
and the available information is derived large- 
ly from the experiments of a number of in- 
vestigators on volunteers.'':* 

Virus A causes epidemic hepatitis after a 
relatively short incubation period of 15 to 30 
days. During the acute phase of disease it is 
known to be present in the blood and feces, and 
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may be transmitted to volunteers by feeding 
or inoculation. Ordinarily, transmission is be- 
lieved to occur by direct contact, although ex- 
plosive outbreaks, presumably caused by con- 
taminated food, water and milk, have been 
described. It is generally believed the virus 
disappears from the blood and feces two to 
three weeks after onset, although it has been 
found in the stools of chronically sick infants 
14 and 16 months after the onset of the dis- 
ease. Whether it persists in the blood for any 
prolonged period is unknown. However, the 
occurrence of hepatitis in recipients of blood 
transfusions after an appropriately short in- 
cubation period suggests that the carrier state 
(blood) may exist. An attack of the disease 
apparently confers long-lasting immunity in 
a large percentage of cases. 

Virus B, the causative agent of homologous 
serum hepatitis, produces this artificially trans- 
mitted disease after a long incubation period. 
It is present in the blood during the incuba- 
tion period and the acute phase of disease, 
and may be transmitted by parenteral inocula- 
tion. It apparently is not present in the feces. 
It is not known how long virus B may persist 
in the blood, but it has been shown that the 
asymptomatic carrier state may persist as long 
as five years. The immunity evoked by an at- 
tack is apparently not solid, and actually little 
is known of the immune response following 
this disease. 

Both of these viruses are highly resistant 
to the physical or chemical agents ordinarily 
used for sterilization. This, combined with the 
persistence of virus in the blood and feces, the 
widespread use of human blood and its prod- 
ucts, and the frequent imperfect sterilization 
of instruments, augments the problem. 

Prevention and treatment of epidemic hepa- 
titis—It is generally agreed that the intestinal- 
oral route is an important natural way of 
spread of epidemic hepatitis (virus A). For 
this reason, procedures that tend to interrupt 
this route, such as improvement in sanitation, 
fly abatement, and the prevention of fecal 
contamination of food and water, are recom- 
mended. Although it is not possible to detect 
carriers, every effort should be made to pre- 
vent persons who are potentially infected from 
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acting as food handlers. For patients with the 
disease, general control measures used for 
other enteric infections should be used, and 
safe disposal of the feces and urine should 
be made. Of particular importance is the steri- 
lization with heat of all needles and syringes 
that come in contact with the blood of such 
patients. 

Specifically, normal human gamma globulin 
in amounts as small as 0.01 ml. per pound of 
body weight, administered intramuscularly. 
is effective in preventing the disease when 
given up to within six days before the onset. 

Prevention and treatment of serum hepa- 
titis—Numerous attempts to sterilize whole 
blood or plasma of virus B have been made. 
utilizing ultraviolet light, nitrogen mustard, 
sulfamustard, beta-propiolactone. and storage 
at room temperature for six months. Although 
apparent success has been achieved on occa- 
sion, none of these methods has proved to be 
consistently effective. However. the evidence 
obtained experimentally and by follow-up 
studies of patients receiving plasma suggests 
that the use of one or more probably inacti- 
vates virus in some degree, holding out the 
hope that eventually it may be possible to re- 
duce the incidence of infection by applying 
one or more of these methods.":* 

Because of the small size of the virus, its 
relative resistance to heat and other physical 
and chemical agents, and the carrier rate, it 
has been recommended’ that every parenteral 
penetration be performed with instruments 
sterilized by immersion in boiling water for 
at least 10 minutes, or by steam under in- 
creased pressure (15 to 20 lb.), or by dry 
heat (180° C. for one hour). The importance 
of thorough cleansing of all instruments be- 
fore attempts at sterilization has been empha- 
sized. Because of the carrier rate (as much as 
0.5 per cent in one survey of donors), the 
necessity for carefully evaluating the need for 
transfusion of whole blood or plasma in each 
patient is evident. In addition, the statistical 
advantage of utilizing plasma made from small 
groups (10 to 20) of donors is apparent. It 
has been further recommended' that, when 
circumstances permit, no donor should be ac- 
cepted if he has a history of hepatitis except 
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for single transfusions under conditions of 
dire emergency, or under conditions in which 
his blood may be used in preparing a product 
such as albumin which can apparently be 
sterilized of hepatitis virus. 

Specifically, attempts to prevent serum 
hepatitis by administering normal immune 
globulin have. in general, been unsuccessful. 
In addition, the failure to prevent infection 
in experimentally inoculated volunteers by the 
use of convalescent gamma globulin empha- 
sizes how little is known about the immune 
response in this disease. 

The treatment of both forms of hepatitis is 
the same. In contrast to earlier concepts, it is 
now believed that the course of disease is not 
prolonged in children or young adults if pa- 
tients are allowed out of bed in their rooms 
for most of the time from the first day of hos- 
pitalization.* More stringent requirements for 
rest may be required for older or debilitated 
patients. Diet in the amount of 3000 to 4000 
calories per day with 19 per cent protein is 
recommended for the patient with disease of 
average severity. When severe hepatic necro- 
sis is present, the amount of protein in the 
diet must frequently be sharply reduced. In 
such situations, administration of one of the 
broad-spectrum antibiotics by mouth and in- 
travenously is recommended and, under cer- 
tain circumstances, the administration of cor- 
tisone or corticotropin may be of value. 

One of the major concerns in the care of 
patients with either form of viral hepatitis is 
the possibility of development of chronic dis- 
ease. Available evidence suggests, however— 
particularly in children and young adults— 
that less than 1 per cent of patients fall into 
this category. This is not always true of older 
persons, and in certain groups of women be- 
yond the menopause the mortality rate has 
been high, and the incidence of chronic dis- 
ease considerable. 

The course of the disease in those patients 
who fail to make a complete or sustained re- 
covery from acute hepatitis is not easy to 
predict, and, unfortunately, it is impossible to 
incriminate consistently any factor that can be 
defined as having contributed to continued 
hepatic disease.” The possibility must be con- 
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sidered that different strains of virus or per- 
sistence of virus in the body may be involved, 
and the demonstration of hepatitis virus for 
prolonged periods in the blood of patients 
with hepatic cirrhosis is of interest in regard 
to the latter point.’® 

In spite of the lack of knowledge of the 
mechanisms potentiating progression of he- 
patic disease, certain principles have evolved 
that assist in the classification and therapy of 
the small percentage of patients who fail to 
make a complete or sustained recovery. One 
important group is comprised of those pa- 
tients who have persistent or recurrent mild 
hyperbilirubinemia and abnormal retention of 
intravenously injected BROMSULPHALEIN®, but 
without apparent progression of disease. They 
are usually asymptomatic, and the histologic 
changes in the liver, consisting of focal necro- 
sis and fatty vacuolization, are mild. The avail- 
able evidence suggests that the prognosis in 
these patients is good and that the functional 
or histologic changes, or both together. appar- 
ently may persist for years and be entirely 
compatible with full activity. Serial observa- 
tions are necessary at frequent intervals to 
define the status of such patients. Therapy 
consists of good diet, reassurance, and care- 
ful attention to intercurrent infections. 

Of greater importance is a second group of 
patients in whom the symptoms, signs and evi- 
dence of histologic and functional abnormali- 
ties are much more severe. The degree of the 
hepatic disturbance is variable as to both in- 
tensity and rate of progression. Apparently. 
it may be arrested and remain inactive with 
fixed residual dysfunction for varying periods 
of time, only to become active again subse- 
quently. At present, it is believed that patients 
in this group, who are without symptoms and 
hepatic tenderness and whose hepatic dysfunc- 
lion is apparently fixed over a period of sev- 
eral observations. may be regarded as having 
little or no activity of disease. In contrast. 


December 1956 


progression of disease is commonly manifested 
by persistent or recurrent jaundice, strongly 
positive thymol turbidity tests, and the vari- 
ous stigmata of chronic hepatitis. 

The care of these patients is largely con- 
cerned with diet and rest. Unfortunately, the 
benefits derived from a well-balanced diet are 
far less than those accruing to patients with 
Laennec’s cirrhosis. Rest is important, but its 
duration and degree are poorly defined. As in 
the case of any chronic disease, the values 
and disadvantages of a state of invalidism 
must be considered in each patient. 

Certain patients, if treated early in the 
course of chronic hepatitis, appear to be bene- 
fited, at least temporarily, by the administra- 
tion of one of the broad-spectrum antibiotics 
such as AUREOMYCIN® or TERRAMYCIN®, al- 
though these materials seem to be of more 
value in the care of patients with exacerba- 
tions of disease. The use of ACTH or corti- 
sone may also be of some value in initiating 
recovery in some patients if treated early in 
the course of chronic cholangiolitic hepatitis. 
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Treatment of Epilepsy With 
Diphenylhydantoin Sodium 


(DILANTIN® SODIUM) 


SAMUEL LIVINGSTON* 


The Johns Hopkins University School of Medicine, Baltimore 


sodium was found to 
have the least hypnotic 
and most powerful an- 
ticonvulsant action of 
a series of compounds 
of similar structure.' 
Merritt and Putnam” 
first reported its effec- 
tiveness in the treat- 
ment of epilepsy in SAMUEL LIVINGSTON 
1938. It is now widely 
used, and further experience has confirmed its 
value in the control of epileptic seizures. 
The purpose of this paper is to report on 
the present status of the use of diphenylhy- 
dantoin sodium in the treatment of epilepsy 
at The Johns Hopkins Hospital Epilepsy 
Clinic. Special emphasis is given to the un- 
toward reactions which have been observed 


*Department of Pediatrics, The Johns Hopkins University School of 
Medicine, and The Epilepsy Clinic of The Johns Hopkins Hospital, 
Baltimore, Maryland. 
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during the administration of this drug. both 
in our clinic and by others. The data pre- 
sented are based on observations on approxi- 
mately 4000 patients, mostly children, who 
were treated with diphenylhydantoin sodium. 
The literature is reviewed primarily with re- 
spect to side effects observed by others. 


Available Preparations 


The official preparation is diphenylhydan- 
toin sodium (phenytoin sodium) v.s.p. ( Di- 
lantin sodium N.N.R.). In Brazil this drug is 
known as Epelin; in Great Britain, Uruguay 
and British territories as Epanutin, and in the 
other Latin American countries as Epamin. 

The drug is a white, odorless, somewhat 
hygroscopic powder of bitter taste, freely solu- 
ble in water (the solution being slightly turbid 
because of partial hydrolysis) and soluble in 
alcohol. Aqueous solutions are definitely al- 
kaline in reaction. 

Dilantin is dispensed in 32 mg. and 100 
mg. capsules; the former is pink-banded and 
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the latter orange-banded. A special orange 
opaque-banded 100 mg. capsule known as 
Dilantin D.A. (delayed absorption) also is 
available. This preparation is of value in the 
treatment of epileptic seizures which occur 
in the early morning hours. In such cases, 
Dilantin D.A. should be prescribed at bed- 
time. Dilantin is prepared also in a cream- 
colored triangular tablet (50 mg.) and in a 
soluble gelatin capsule containing a suspen- 
sion of 100 mg. of Dilantin in a vegetable 
oil. This latter preparation should be given 
to those patients in whom gastrointestinal 
disturbances develop with other forms of Di- 
lantin. A liquid suspension of Dilantin. each 
4 ce. of which contains 100 mg.. is available 
also. Diphenylhydantoin is supplied in pow- 
dered form in a sterile vial (Dilantin sodium 
S.V.) which contains 250 mg. of the drug 
for parenteral use. 

The following preparations contain di- 
phenylhydantoin in addition to other drugs: 
a capsule containing 16 mg. of phenobarbital 
and 100 mg. of diphenylhydantoin, known as 
Dilantin-phenobarbital KAPSEALS®: a_ tablet 
containing 90 mg. of MEBARAL® and 60 mg. 
of diphenylhydantoin known as MEBROIN®: 
and a capsule containing 30 mg. of pheno- 
barbital, 2.5 mg. of desoxyephedrine hydro- 
chloride, and 100 mg. of diphenylhydantoin 
known as PHELANTIN® Kapseals. 


Indications for Use 


Dilantin is an excellent drug for controlling 
major motor (grand mal) epileptic seizures. 
However, in selecting an anticonvulsant for 
a case we base our choice on a comparison 
with other drugs in terms of effectiveness. 
toxicity and cost. Therefore, in our clinic. 
phenobarbital is most often used for the con- 
trol of major seizures since it is inexpensive 
and has a specific anticonvulsant action, and 
untoward reactions are extremely rare. We 
prescribe Dilantin for those patients whose 
seizures are not controlled satisfactorily with 
maximum dosages of phenobarbital. 

PHENURONE™ is probably the most effec- 
tive anticonvulsant now available for the 
control of psychomotor seizures but has been 
proved quite toxic. Dilantin is our drug of 
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first choice for treatment of psychomotor epi- 
lepsy. Phenurone should be prescribed only 
after other anticonvulsants have failed. 

The most effective drug for the treatment 
of the so-called diencephalic, autonomic, tha- 
lamic or hypothalamic epilepsy is Dilantin. 
This type of epilepsy has not as yet been 
effectively classified. However, these terms 
are being applied to certain disorders thought 
to be epileptic in origin, such as recurrent 
attacks of dizziness, abdominal pain, head- 
aches, cyclic vomiting, emotional instability. 
fainting spells, loss of consciousness and other 
vegetative disturbances. 

In our experience Dilantin is of very little. 
if any. value in controlling minor motor 
seizures or petit mal spells (three per second 
spike and wave dysrhythmia). It should be 
noted that Dilantin sometimes increases the 
frequency of petit mal attacks. 

Walker and Kirkpatrick” described good 
results with Dilantin in the treatment of a 
group of children with behavior problems 
associated with electro-encephalographic ab- 
normalities. On the other hand, Pasamanick* 
did not observe any improvement in a group 
of children with similar disturbances and 
treated in the same way. 

Putnam and Rothenberg” reported seizure 
control in a group of epileptic patients in 
whom intensive effects were produced by ad- 
ministering massive doses of Dilantin (up to 
t gm. daily). Ketosis from starvation was 
allowed to develop and the patients were 
given inhalations of a carbon dioxide-oxygen 
mixture every hour. The period of sleep usual- 
ly lasted four days and the entire treatment 
about two weeks. We have not had experi- 
ence with this form of therapy. 

Murphy and Schwab® reported favorable 
results with the parenteral use of Dilantin in 
preventing seizures in neurosurgical opera- 
tions and in the treatment of status epilepti- 
cus. For severe status epilepticus, these work- 
ers recommend giving an intravenous dose 
of Dilantin of 150 to 250 mg., and, if the 
seizures do not stop. injecting a subsequent 
dose of 100 to 150 mg. a half-hour later. The 
injection should be given at a rate not ex- 
ceeding 4 cc. or 100 mg. per minute. 
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TABLE 1] 
AVERAGE STARTING AND MAXIMAL Dosaces* OF DIPHENYLHYDANTOIN SopttM 
(Ditantin Soptum) Emptoyep at Tue Jouns Horxins Hosprran 
Epitersy CLINic 


STARTING DOSAGE 
AGE (YEARS) 


MAXIMAL DOSAGE 


Vetric Apothecary) Metric Apothecary 
Under 6 32 mg. tid. 0.5 gr. tid. 100 mg. t.i.d. 1.5 gr. tid 
6 to 14 100 mg. b.i.d. 1.5 gr. b.id. 200 meg. tid. | 3 gr. tid 
Over 14 100 mg. t.i.d. 15 er. tid. 200 mg. q.i.d. 3 ee. gid. 


*The conversion of the metric system of weights to the apothecary system is approximate. 


Excretion of Dilantin in Human Milk 


Twenty-eight of our patients fed their 
habies breast milk for periods ranging from 
three to nine months. These mothers were re- 
ceiving Dilantin in daily maintenance dosages 
of from 100 mg. to 200 mg. three times a 
day. No adverse reactions, including drowsi- 
ness or lethargy, were encountered in any of 
these babies. 

Illingworth’ described the case of a baby 
who was excessively drowsy and exhibited 
cyanosis with methemoglobinuria which was 
ascribed to substances in the milk of the 
mother, who was receiving large doses of 
phenobarbital and Dilantin for epilepsy. The 
signs and symptoms subsided immediately 
when artificial feedings were instituted. 


Dosage 


The therapeutic dosage of Dilantin varies 
considerably from patient to patient. and ad- 
ministration of the drug requires careful su- 
pervision since the dosage which produces a 
satisfactory effect frequently approaches that 
at which reactions such as ataxia or diplopia. 
or both, become evident. Appearance of these 
reactions indicates that the maximal tolerated 
dosage of the drug has been surpassed. Nys- 
tagmus, drowsiness and dysarthria also indi- 
cate an overdosage of Dilantin, but these 
disturbances are not encountered as frequent- 
ly as ataxia or diplopia. 

Once a patient is placed on Dilantin, he 
should be given an adequate trial with the 
maximal tolerated dosage of the drug. There- 
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fore. each patient initially should be given 
the conventional starting dosage (table 1). 
and this dosage should be increased if neces- 
sary until signs or symptoms of overdosage 
appear before the drug is considered as an 
unsatisfactory anticonvulsant. 

Dilantin is not a very valuable drug for the 
treatment of convulsive disorders of infants 
and young children since it is frequently im- 
possible to determine the maximal tolerated 
dosage. For example. one may have consider- 
able difficulty in deciding whether Dilantin 
is responsible for unsteadiness of gait in a 
14 month old child just beginning to walk. 
and it would be almost impossible to deter- 
mine whether such a child had diplopia. 

We have not had good results with prepara- 
tions such as Mebroin and Dilantin-phenobar- 
bital Kapseals which contain a fixed amount 
of diphenylhydantoin sodium combined with 
a fixed amount of other drugs. The disadvan- 
tage of such preparations is that they do not 
permit satisfactory regulation of dosage of 
each constituent. Many patients may require 
a greater or lesser amount of any one of the 
drugs included in a combined preparation. 
Another disadvantage is that the physician 
may have considerable difficulty in deter- 
mining which of the compounds was respon- 
sible for an untoward reaction, such as a rash. 

Our plan is to start each patient on one 
drug and to increase the dosage of this drug. 
if necessary, to tolerance. A second drug 
should be added only when the maximal tol- 
erated dosage of the initial drug fails to pro- 
duce a satisfactory response. In the event 
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that the maximal tolerated dosage of the 
initial drug reduces but does not completely 
control the frequency or severity of the sei- 
zures. it should be continued at that dosage 
along with the second drug, and the dosage 
of the second drug should be increased, as 
needed, to tolerance. If the maximal tol- 
erated dosage of the initial drug does not 
help the patient, that drug should be grad- 
ually withdrawn as the amount of the second 
drug is increased. Sometimes it is necessary 
to prescribe the maximal tolerated dosage of 
several drugs to attain complete control of 
seizures. 


Accidental Overdosage 


One of our patients (a five year old boy) 
ingested 12 capsules (1.2 gm.) of Dilantin. 
Within 40 minutes he became very drowsy 
and a short time later semicomatose. After 
several hours in this state, he gradually re- 
covered during the subsequent three hours. 
For the next two days he remained drowsy. 
complained of diplopia and was ataxic. He 
recovered completely about three days later. 

There have been seven other reported in- 
stances of acute overdosage of Dilantin.” '' 
The largest amount ingested was by an 18 
year old girl’ who swallowed 250 tablets of 
soluble Dilantin (each tablet containing 0.1 
gm.). The dominant symptom in this case was 
gross cerebellar ataxia which improved in five 
days. Tichner and Enselberg'’ described the 
case of a 16 year old girl who swallowed an 
unknown amount of Dilantin with suicidal 
intent and died about two days later. Dilantin 
was present in the brain tissue in a concen- 
tration of 6 mg. per 100 cc. The other six 
reported patients recovered completely. 

The findings during the state of Dilantin 
intoxication consisted of tremors, ataxia, dip- 
lopia, vertigo, drowsiness, gastric disturb- 
ances, nystagmus. inversed lymphocyte count 
and loss of consciousness. Except for the pa- 
tient who died, all the others recovered com- 
pletely within one week. 

Treatment of acute Dilantin intoxication is 
essentially symptomatic and consists of gastric 
lavage with the administration of stimulants 
and fluids and other restorative measures. 
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Untoward Reactions 


Central nervous system—Disturbances of 
equilibrium (ataxia or unsteadiness of gait) 
and diplopia are the most frequent untoward 
reactions encountered during Dilantin therapy. 
The appearance of these disturbances indi- 
cates that the patient has been given an over- 
dosage of the drug. These disorders almost al- 
ways disappear within one to two weeks after 
the dosage of Dilantin has been reduced. How- 
ever. we have observed three patients with 
ataxia persisting for approximately six months 
after the drug had been withdrawn completely. 
Many of our patients became ataxic and com- 
plained of diplopia for several days or so. 
for no apparent reason, after having tolerated 
daily maintenance doses of Dilantin for pro- 
longed periods. It seems probable that there 
was a temporary increased accumulation of 
Dilantin during these intervals. Therefore. 
one need not necessarily reduce the estab- 
lished maintenance dose unless signs of over- 
dosage persist more than three or four days. 

Nystagmus, dysarthria and drowsiness may 
he encountered in patients treated with Di- 
lantin. These reactions also indicate an over- 
dosage of the drug. They usually disappear 
soon after the dose of the drug is reduced 
to the tolerated level. It is important to note 
that drowsiness is not seen as commonly with 
Dilantin as with the barbiturates. 

Tremors were observed in a few of our 
patients. Some also complained of dizziness 
or a “sensation of walking on air.” Several 
patients had headaches which appeared to be 
related to the Dilantin. The drug had to be 
discontinued in three of our adult patients 
because of marked psychotic disturbances 
which developed during the course of Dilantin 
therapy. Four children presented behavior 
disturbances in association with the adminis- 
tration of Dilantin. They had a complete 
change of personality. becoming belligerent. 
restless. hyperactive and destructive. These 
behavior disturbances disappeared soon after 
the drug was discontinued. Toxic amblyopia 
has also been reported.” 

Cutaneous—Skin rashes are encountered 
rather frequently, a measleslike eruption be- 


587 


a 
| 
| 
| = 


ing the most common. These cutaneous reac- 
tions usually appear 10 to 14 days after the 
initial ingestion of Dilantin and frequently 
are associated with an elevation of tempera- 
ture and occasionally with  lymphade- 
nopathy. This exanthem sometimes involves 
the mouth and throat. At times one may have 
some difficulty differentiating such a Dilantin 
rash from that of rubeola. 

Other types of skin lesions are also seen 
occasionally in association with Dilantin ther- 
apy. A few of our patients presented scarla- 
tiniform or urticarious rashes. In iwo of our 
patients, purpuric (nonthrombocytopenic ) 
rashes developed. and two had severe exfolia- 
tive dermatitis. Thrombocytopenic purpura 
developed in one case when the patient was 
taking both PARADIONE® and diphenylhydan- 
toin sodium.'® It appeared that Paradione was 
the etiologic agent. Van Wyk and Hoffman" 
reported a fatal case of exfoliative dermatitis. 
Heller and Sloan'* described a case of ery- 
thema bullosum malignans in a child nine 
years of age. Fllis'® a case of ectodermosis 
erosiva pluriorificialis, and Ritchie and Kolb~° 
a fatal case of hemorrhagic erythema multi- 
forme. Mandelbaum and Kane*' reported a 
patient who had pyrexia, exfoliative derma- 
titis and considerable enlargement of the liver 
and spleen. Two cases of hepatitis with jaun- 
dice. pyrexia and exfoliative dermatitis have 
been observed.** with one death.”* 

There can be no doubt that Dilantin causes 
measleslike rashes. Such rashes developed in 
approximately 5 per cent of our patients 10 
to 14 days after the institution of Dilantin 
therapy. However, I believe that definite con- 
clusions concerning the etiology of some of 
the other reported skin lesions are not justi- 
fied. Nevertheless, the physician should recog- 
nize the possibility that more severe cutaneous 
reactions to Dilantin can occur than is gener- 
ally appreciated. 

The measleslike rashes are not related to 
the dosage and probably indicate a sensitivity 
to the drug, for in our experience such reac- 
tions develop just as frequently with small 
dosages of Dilantin as with large dosages. 

The drug should be discontinued imme- 
diately at the appearance of any type of 
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cutaneous reaction. It is important to protect 
the patient with some other type of anticon- 
vulsant such as phenobarbital or MYSOLINE". 
The same dosage of Dilantin may be repre- 
scribed to those patients with the milder type 
of rashes such as the measleslike rash and the 
scarlatiniform-type rash, but only after the 
rash has completely disappeared. 

About 25 per cent of our patients had a 
recurrence of the rash with the second ad- 
ministration of Dilantin. There was no rela- 
tionship between the dosage of the drug pre- 
scribed for the second time and occurrence 
of the rash. It is inadvisable to continue use 
of the drug in those patients in whom pur- 
puric rashes, exfoliative dermatitis and other 
serious skin reactions appear. 

Hyperplasia of the gums from Dilantin was 
first reported by Kimball.** This disturbance 
occurred in approximately 15 per cent of our 
patients and was more prevalent in children 
than in adults. The hyperplastic gums are 
usually quite firm and faintly pink in color. 
However. some of our patients complained of 
bleeding occurring either spontaneously or 
following brushing the teeth. In a few  in- 
stances the hyperplastic tissue became so ex- 
tensive that it covered the cutting edges of 
the teeth. Two of our adult epileptic patients 
with severe gingival hyperplasia had, on their 
own accord, all their teeth extracted. Although 
they continued to take Dilantin for many 
years thereafter, the hyperplasia receded 
spontaneously and has not recurred. This 
finding suggests the possibility that Dilantin 
hyperplasia of the gums does not occur in 
the absence of teeth. It should be noted that 
these two patients resorted to such drastic 
means because Dilantin was the only drug 
which controlled their seizures. 

The histologic changes in Dilantin gingi- 
val hyperplasia have been reported.*” *° At 
present, no other tissue in the body is known 
to react in a similar manner to this drug. 

The occurrence or degree of hyperplasia of 
the gums is not related to the dosage of Di- 
lantin and probably represents a specific sen- 
sitivity reaction to the drug. In most cases 
the gums return to normal within a year or 
so after the drug has been withdrawn. 
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Gingival hyperplasia can be reduced some- 
what by strict oral hygiene and daily vigorous 
massage with toothbrush and gum stimulators. 
Repeated excision of excessive hyperplastic 
tissue is helpful in some instances. Hyper- 
plasia of the gums itself is not an indication 
for discontinuing Dilantin, although in some 
instances it may be necessary to withdraw the 
drug because the hyperplastic tissue does not 
respond to corrective measures and becomes 
so marked that it interferes with chewing or 
is disfiguring. 

Hypertrichosis occurred in association with 
Dilantin therapy in 16 of our epileptic chil- 
dren. Wilkins** has used the term “hirsutism” 
to denote excessive growth of sexual hair of 
a masculine pattern, while “hypertrichosis” 
indicates more general growth of excessive 
hody hair. 

These 16 patients (14 girls and two boys) 
ranged in age from 3 to 14 years. The hyper- 
trichosis appeared between two and_ three 
months after initiation of Dilantin therapy. 
It occurred predominantly on the extensor 
surfaces of the extremities but in several pa- 
tients it appeared also on the trunk and face. 
Distribution of the hair did not simulate a 
sex pattern in any case. Three patients in 
whom the hypertrichosis had raised a sus- 
picion of an endocrine disturbance were 
studied by Dr. Lawson Wilkins, who found 
no evidence of hormonal disturbance or ele- 
vation of urinary 17-ketosteroids. 

In 12 of these 16 patients the hypertrich- 
osis disappeared within one year after with- 
drawal of the Dilantin, but it has persisted 
in the remaining four who have been main- 
tained on the drug. The growth of the hair 
was not related either to the dosage of Di- 
lantin or to the type of epilepsy. 

Gastrointestinal — Gastrointestinal disturb- 
ances such as a “heavy feeling in the stomach.” 
nausea and vomiting are also encountered in 
some patients but are usually of a relatively 
minor nature. In many instances they can be 
prevented by prescribing the Dilantin either 
with or after meals or by the use of the gela- 
tin capsule containing a suspension of Di- 
lantin in vegetable oil. However, occasionally 
these symptoms are so severe that it is im- 
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possible for the patient to retain the drug or 
any food. 

Obstinate constipation is seen very fre- 
quently in patients who have been receiving 
Dilantin for prolonged periods. Anorexia and 
abdominal pain are observed occasionally. 
Two patients who had hepatitis, jaundice, py- 
rexia and exfoliative dermatitis have been 
reported,** one of whom** died. 

Genitourinary—None of our patients com- 
plained of any symptoms referable to the 
genitourinary system and no abnormalities 
were found in the urine in approximately 500 
patients examined. Finkelman and Arieff,” 
however, reported six instances of albumi- 
nuria in 44 patients receiving Dilantin. The 
finding of hematoporphyrin in the urine of 
two patients receiving the drug has also been 
reported.” 

Hemopoietic system—Complete blood 
counts were made on approximately 500 of 
our patients over a two year period during 
which time they were receiving Dilantin. No 
significant disturbances were noted in any of 
these patients. In a few instances there was a 
transient reduction in the total number of 
white blood cells, but the differential counts 
in these cases did not show any decrease in 
the relative percentage of polymorphonuclear 
leukocytes. Eosinophilia was observed in a 
few cases. One of our patients presented a 
marked diminution of platelets when she was 
taking both Paradione and diphenylhydantoin 
sodium.'* It appears that Paradione was the 
etiologic agent. Otherwise, there was no evi- 
dence of diminution of platelets in any case. 
Agranulocytosis has been observed in a few 
patients,” *' Twelve cases of megaloblas- 
tic anemia have also been reported recent- 
ly**** in the literature. 

Hematologic reactions to Dilantin have 
heretofore been considered exceedingly rare. 
However, in view of these recently reported 
cases of megaloblastic anemia, the physician 
should institute appropriate measures to de- 
tect this disturbance. 

Cardiovascular—No clinical evidence of 
cardiac disturbances was observed in any of 
our patients. Evidence of myocardial damage 
and changes in the electrocardiogram have 
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heen reported.*> 


A change in the cardiac 


rate was observed in three patients with toxic 


sl 


while taking Dilantin.’' Bradycardia 


was reported in two patients. one after five 
weeks and the other after three months of 
medication with Dilantin.’ Two cases of 
periarteritis nodosa have been reported." 
one of which" terminated fatally. One of these 
patients** was also taking MESANTOIN® at the 
same time. 


Summary 


1. The indications for the use of diphenyl- 


hydantoin sodium (Dilantin sodium) in the 
treatment of epilepsy at The Johns Hopkins 
Hospital Epilepsy Clinic. based on follow-up 
studies made on approximately 4000 patients. 
mostly children, are presented. 


2. The various preparations of diphenyl- 


hydantoin now available are described. 


3. The excretion of diphenylhydantoin in 


human milk is discussed. 


of 


1. The signs and symptoms and treatment 
accidental overdosage of diphenylhydan- 


toin are outlined. 


5. The numerous untoward reactions caused 


by 


diphenylhydantoin are presented in detail 


and discussed. 
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Abdominoperineal Proctosigmoidectomy 
With Transplantation of 
Transverse Colon to Anus 


REPORT OF 21 CASES 


HARRY E. BACON AND MIGUEL A. VALIENTE 


Philadelphia 


Some observers still question the rationale of 
resection of the rectum with preservation of 
the anal sphincters, particularly for a malig- 


performed with highly satisfactory results. 
Previous publications have dealt with this sub- 
ject at length,’ “* and reports on more recent 
cases and on the 10 year survival rate are now 
being prepared .>* 

The purpose of this presentation is to dis- 
cuss a more formidable operative procedure— 
namely, left hemicolectomy and _proctosig- 
moidectomy with transplantation of the trans- 
verse colon to the anus and preservation of 
the sphincter mechanism—and to describe the 
technic and evaluate the results in 21 cases. 

The literature contains few references to 
this maneuver. Finsterer performed the pro- 
cedure in 1917, and Babcock employed it in 
at least two instances during the mid-forties. 
Smith and one of us (H. E. B.) reported 
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seven cases in 1945 and 11 in 1949. Olivera 
cited his experience with it at the Curitiba 
meeting in Brazil in 1953. 

Resection of the colon and sigmoid on the 
left side with anastomosis of the transverse 
colon to the low sigmoid or high rectum has 
gained considerable popularity: it is a_pre- 
ferred procedure and one we have performed 
on innumerable occasions. However, there 
have been instances where the rectum was in- 
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nant process. Our experience encompasses 
over 600 cases in which this procedure was 
= 
f 


volved and where, in order to avoid abdominal 
colostomy, the surgical technic detailed here- 
in was, in our judgment, well chosen. Table 1 
is a brief summary of the 21 cases. 


Operative Technic 


The abdomen is approached through a 
hockey stick type of incision, a regular, left 
paramedian incision extending to about 2 in. 
above the umbilicus and then directed out- 
ward to a point at the level of the costal mar- 
gin and external edge of the rectus muscle. A 
muscle-retracting technic is employed except 
at the upper pole of the incision where the 
rectus muscle is transected between straight 
hemostatic clamps. After the abdomen has 
been explored carefully, the patient is placed 
in the exaggerated Trendelenburg position 
and the small bowel is isolated by using warm 
abdominal packs. The sigmoid flexure is first 
mobilized by dissecting the left lateral leaf of 
the mesosigmoid at the line of Monk. This dis- 
section usually is started about 1 in. cephalad 
to the external iliac artery. The intersigmoid 
fossa is identified, if present, and the left 
ureter and the spermatic or ovarian vessels 
are identified and carefully preserved. The 
dissection is extended upward to the splenic 
flexure and distal transverse colon, and then 
carried downward to the rectovesical or recto- 
uterine sulcus on the left side. The sigmoid 
flexure, with attached fat and mesosigmoid, is 
mobilized toward the mid-line up to the aortic 
bifurcation. The peritoneum on the medial 
side of the mesosigmoid is then incised from 
a point in the third portion of the duodenum 
to the pelvic brim and to the sulcus to meet 
the incision of the left side. 

The sigmoid and rectum are then mobilized 
by blunt dissection from the presacral space 
to the tip of the coccyx. In this maneuver, both 
lateral ligaments are rendered prominent and 
cut. Usually it is unnecessary to ligate these 
vessels. Dissection of the colon anteriorly is 
carried to the middle portion of the vagina in 
the female and as far as the prostate in the 
male. Care is exercised not to injure the semi- 
nal vesicles and vas deferens. The inferior 
mesenteric artery is cut at its origin between 
two clamps and tied with heavy silk sutures. 
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The inferior mesenteric vein is divided and 
tied similarly at this level. The splenic flexure 
is then mobilized by liberating the splenocolic 
ligament, and the distal transverse colon is 
freed to a sufficient extent to allow its mobi- 
lization to the anus without undue tension. 
The communicating arcades between the mid- 
dle colic and the left colic arteries are care- 
fully preserved. The anterior abdominal wall 
is then repaired, leaving one or two sump 
drains. Steel alloy wire is used throughout, 
except for the sectioned rectus muscle which 
is approximated with chromic catgut sutures. 
For the perineal phase of the operation the 
patient is placed in the lithotomy position, 
and gauze soaked in colorless antiseptic solu- 
tion is inserted in the rectum. The anal skin 
is retracted, using Pennington clamps in all 
four cardinal quadrants. A circular incision is 
made in the anal skin, close to the anorectal 
line. The dissection is then carried through the 
internal sphincter muscle, preserving most of 
it. When this dissection has been accomplished 
in the entire circumference, Pennington clamps 
are attached to the distal stump of the gut in 
such a way as to occlude its lumen. Small re- 
tractors are applied to pull back the sphincter 
muscles, and traction is applied on the rectal 
stump until the internal sphincter thins out 
into the circular coat of the rectum. At this 
point the longitudinal muscle is divided and 
the dissection carried through the fibromus- 
cular ring into the suprategental (superior 
sphincteric of Courtney) below the levator ani 
muscles into the ischiorectal space. The fascia 
is cut close to the coccyx, and the previous 
dissection from above is met readily. 
Dissection is accomplished anteriorly fol- 
lowing the line of cleavage between the rec- 
tum and vaginal wall or prostate until the pre- 
viously performed dissection from above is 
also reached. After the rectum is freed, both 
anteriorly and posteriorly, the levator mus- 
cles are placed on tension and clamped, cut 
and ligated (this maneuver being more radi- 
cal in cases of malignancy). After this phase 
is completed, the mobilized bowel is pulled 
through. The pelvis is carefully inspected for 
bleeding points, and two or three chromic 
catgut sutures are then applied to the antero- 
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lateral peritoneum to establish a pelvic floor. 
Occasionally, several interrupted steel alloy 
wire sutures are placed in the cut anterior 
levator muscles to strengthen the vaginal floor. 
A mushroom catheter is inserted in the bowel 
7 cm. from the anal margin and held in place 
with a Daniel clamp. The resulting redundant 
bowel is excised and the anorectal line re- 
established about seven days after operation. 

The complications of this procedure are the 
same as those of the usual abdominoperineal 
proctosigmoidectomy with preservation of 
sphincter muscles. 

Cases 3 and 5 illustrate the extreme dissat- 
isfaction with abdominal colostomy—especial- 
ly case 5, in which the patient actually threat- 
ened suicide if he had to continue to live with 
a colonic stoma. The patient in case 4 was un- 
able to continue his trade, and at his age (63) 
did not want to start another occupation. Cases 
8 and 20 represent instances where this pro- 
cedure helped to obviate the possibility of 
complications arising from a nonviable stump 
because of technical difficulties. When last 
heard from, the patient in case 20 planned to 
marry, and was practicing his profession. In 
case 12 the radical excision solved two prob- 
lems—the vesicorectal fistula and the large 
redundant, prolapsed transverse colon. Case 
21 represents a very active person engaged 
in the contracting business who had the ex- 
perience of an abdominal colostomy. Because 
of the possibility of a local recurrence, he was 
informed of the probable necessity for a per- 
manent abdominal colostomy. He accepted it 
very reluctantly when faced with the facts. At 
operation, frozen section revealed only inflam- 
matory tissue, and transplantation of the trans- 
verse colon to the anus was accomplished. It 
was gratifying to see the happiness on this 
patient’s face when he was informed after sur- 
gery that abdominal colostomy was not done. 
Reasons for this procedure in the other 14 
cases are obvious and need not be discussed. 


Comments 


Hemicolectomy with an end to end procto- 
transverse colostomy is preferable to trans- 
planting the transverse colon to the anus. We 
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have performed this procedure whenever cir- 
cumstances have permitted its use, but unfor- 
tunately such an anastomosis is not always 
possible or advisable. For these cases, the 
transplantation of the tranverse colon to the 
anus Offers a life as close to normal as possi- 
ble. As shown by the cases presented, the mor- 
bidity is no greater than with less radical pro- 
cedures. We wish also to emphasize that this 
group of patients, who under other circum- 
stances would have been candidates for ab- 
dominal colostomy, have been saved from the 
mental torture consequent to the latter pro- 
cedure and therefore their adjustment is easier. 
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Medical Concepts of Aging 


THEODORE C. KRAUSS 
Buffalo 


There are many as- 
pects of the problems 
which old age presents, 
and particularly if we 
consider aging a proc- 
ess which applies to 
everyday living. Even 
if we consider only the > 
medical aspects of ag- res 
ing, there are many K\\ 
phases which are quite 
difficult to deal with 
and which are difficult 
to present within a single dissertation. 

For practical purposes, | would like to pre- 
sent some viewpoints regarding geriatrics with 
respect to historical background and medical 
discoveries which were influential in prolong- 
ing the average life span. I would like to refer 
to general considerations of geriatric medi- 
cine, and, finally, to touch on geriatric care as a 
challenge to the medical and allied professions. 

Until 10 or 15 years ago, very few people 
were acquainted with the term used so broad- 
ly today to express the study of aging and the 
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aged—-geriatrics. Actually it was in 1909 that 
Dr. I. Nasher of New York City coined the 
word from the Greek géras-iatriké, “the study 
of old age.” It is interesting to note that this 
happened just about the time another branch 
of medical science started to develop——pedi- 
atrics. It is interesting because both these 
branches deal with development and aging. 
the difference being that pediatrics deals with 
evolution, while geriatrics deals with that part 
of the human life span which we call senes- 
cence or involution or, in its final stages, se- 
nility. To illuminate why these developments 
occurred in modern medicine, | would like to 
give a brief historical background. 

Toward the latter part of the nineteenth 
century new discoveries in bacteriology by 
Pasteur, the modern surgical approach of Lis- 
ter, and the improved obstetric care pioneered 
by Semmelweis resulted in a lowered mortal- 
ity rate. At about the same time the basis for 
our present industrial achievements was in its 
very beginning. With this industrial revolu- 
tion, something new happened in the life of 
the average person. For the first time in the 
history of mankind, people began to enjoy 
everyday living; there were modern comforts 
in the home as well as in transportation. Peo- 
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ple not only enjoyed life more and more, but 
they looked forward to an older age when 
their hopes could be fulfilled. It is interesting 
to read some of the books and pamphlets 
which were quite popular in those days. These 
publications offered practical advice on how 
to maintain good health and how to reach old 
age. When reading these books 50 years later. 
one cannot help but smile at some of these 
suggestions. 

Some of the advances in medicine and sur- 
gery of the past decades, and the equally im- 
portant sociologic changes in our present cul- 
ture, help to explain the increase in life span. 
Geriatric medicine is only one branch of the 
study which deals with all the manifestations 
of aging. This broader science is called ger- 
ontology. The difference between the two 
terms requires some explanation since in the 
past few years both terms have been used in- 
terchangeably. Gerontology means the study 
of all causes involved in the aging process of 
all living and nonliving materials, for we know 
that even inorganic metals are exposed to a 
form of aging. Geriatrics means the clinical 
manifestations of aging, whether medical or 
social. At present we do not consider geriatrics 
a specialty, but rather a special approach to 
the elderly individual. 

According to Stieglitz, “Full comprehen- 
sion of the potentialities of medicine involves 
three approaches: (1) The indivisible individ- 
ual, psyche and soma as one, is the unit of 
study of clinical medicine. (2) Magnification 
of the component parts, the biochemical reac- 
tions, electrical potentials and cellular units 
which make up the individual, is the concern 
of biological sciences upon which clinical 
medicine depends for understanding the en- 
tity, man. (3) Man as a member of society. 
a unit of external environment, is the concern 
of social medicine. He is affected by other peo- 
ple, climate, housing, food, threats of disaster. 
and at the same time his behavior affects his 
environment. With aging individuals these re- 
lations are of particular significance. Geriatric 
medicine, if it is to develop its full and signifi- 
cant potentialities, must maintain this triad of 
perspectives.” 

In other words, the problems of gerontology 
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pertain to the biologic study and clinical 
manifestations of aging, and to socioeconomic 
problems. The first group includes the study 
of all phenomena which enter into the aging 
process, evolution as well as involution. The 
second group includes pediatric as well as 
geriatric medicine; it is the study of clinical 
manifestations of the aging individual from 
childhood to death. The socioeconomic group 
involves, everything which concerns itself with 
sociologic problems, such as employment, re- 
tirement, recreational activities, occupational 
and rehabilitation therapy, housing, nutrition 
and education of the aging individual, as well 
as the education of the family and the com- 
munity regarding the problems of aging. 

Although geriatric medicine is not consid- 
ered a specialty, it must include all fields of 
medical practice as they are applied to indi- 
viduals after maturity. Geriatric medicine is 
the study of the biologic, structural, physio- 
logic, psychologic and sociologic changes 
which result from aging. The aging process 
may be divided into various periods: evolu- 
tion, maturation, senescence and_ senility. 
Study of the evolutionary processes is in the 
realm of pediatric medicine. Involutionary 
changes, which include senescence and senil- 
ity, are in a field with which geriatric medicine 
concerns itself, 

Until recent years the study of aging had 
been neglected. With the population steadily 
increasing it is of utmost importance to learn 
as much as possible about old age. The in- 
creased population is in the middle-aged and 
elderly group. In the United States there are 
over 14,000,000 men and women 65 years 
of age or older. This figure increases at the 
rate of approximately 400.000 a year. A hun- 
dred years ago life expectancy was only 40 
years: today it is close to 70. Another impor- 
tant factor is that while the population of the 
United States in the past 50 years increased 
by only a little more than 100 per cent, the 
number of persons 65 and older increased by 
more than 300 per cent during the same peri- 
od. If we consider that in the United States 
there are now about 28,000,000 individuals 
who have some degree of physical or mental 
disability and that many of these people are 
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aged men and women, we can readily see how 
important it is to learn about aging. For those 
who are privileged to reach longevity. life 
should not be a total physical or mental bur- 
den. Almost everyone agrees that long life 
without health is not only a personal tragedy 
but also a serious problem to the family and 
to the community. To quote Stieglitz again, 
“On the other hand if increased longevity is 
associated with health, and useful vigor dur- 
ing the declining years, it may be an immense- 
ly valuable asset especially if these potentiali- 
ties of the elderly are wisely developed, guided 
and utilized.” 

Geriatric medicine, as well as medicine in 
general, tries to achieve this goal by preven- 
tive and curative treatments and by extensive 
research. In geriatrics we speak about chrono- 
logic and biologic age. The two are not neces- 
sarily identical, for aging is not a uniform 
process throughout the entire body. We find 
that all organs do not age at the same rate in 
the same individual. We also find that indi- 
viduals do not age at the same rate. We find 
that some persons are young at the age of 70. 
while others are old at the age of 35. It may 
seem paradoxical that the rate of aging is 
faster from conception to maturity than from 
maturity to senility, while the consequences of 
aging become more evident and require more 
constructive action as time goes on. 

The two major theories with respect to ag- 
ing are the “wear and tear” mechanism and 
the idea that disuse or lack of exercise is re- 
sponsible for senescent changes. We do not 
know which of these two theories is right. but 
both have some merit. The general belief is 
that primary changes occur in the interstitial 
tissues surrounding the parenchymal cells. 
With aging these tissues lose their elasticity. 
hecoming more rigid and fibrotic, thereby im- 
pairing the ability of the parenchymal cells 
of the organs to absorb nutrition and to re- 
move metabolic debris. 

One of the most important reasons for pro- 
longed life, besides a decrease in the infant 
mortality rate and improved surgical technics. 
is the use of antibiotics during the past two 
decades. The various antibiotics enable us to 
combat many of the acute diseases which 
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strike the population, including the elderly. 
This means that as time goes on the physi- 
cian’s greatest problem will not be the care of 
acute inflammatory conditions, but that of 
chronic degenerative diseases. Characteristic 
of these degenerative diseases is their slow, 
insidious onset and their tendency to progress 
and to result in long periods of disability. 

It is important to note that the ratio be- 
tween the prevalence of and the death rate 
from various chronic diseases is not the same. 
There also is a definite statistical difference 
between the estimated number of invalids due 
to certain chronic diseases and the death rates 
from these diseases. For example, statistics of 
the 1935-1936 National Health Survey at- 
tributed the estimated prevalence of chronic 
diseases to rheumatism. heart disease, arterio- 
sclerosis. hay fever and asthma. At the same 
time the estimated death rates were highest 
for heart disease, cancer, arteriosclerosis, kid- 
ney diseases and tuberculosis. It was noted 
that the highest number of cases of chronic 
invalidism was due to nervous and mental dis- 
eases, followed by rheumatism, heart disease 
and tuberculosis. The percentage of persons 
with chronic diseases was the highest between 
the ages of 35 and 54. Invalidism according 
to age was found highest in the group between 
the ages of 50 and 74. These figures indicate 
that many chronic disabling conditions started 
approximately 20 years earlier. Therefore. to 
develop ways to delay or lessen disabling fac- 
tors is a task for preventive geriatrics. 

It is interesting to note that whereas in 
1940 up to $500 was spent on research for 
each death due to poliomyelitis, only 17 cents 
went for research for each death due to car- 
diac disorders. If we consider that the highest 
mortality rate today is from heart disease. we 
can readily see the direction in which research 
should be more vigorously conducted. Avail- 
able statistics indicate that the highest dis- 
ability rate is currently due to nervous and 
mental diseases. In the past 50 years, the ad- 
missions to state hospitals of persons over 40 
years of age increased by 500 per cent. Medi- 
cal, social and economic factors, as well as 
the longer average life span, are responsible 
for this change. Another important factor is 
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the change in family relationships. In the past 
the family unit usually was composed of three 
generations. Today the urban population 
makes arrangements for a two generation set- 
up only. Chronic invalidism represents a great 
economic problem to the family as well as to 
the community. We must learn how to cope 
with the problem more effectively. 

The most recent approach to this problem 
is the practical application of modern methods 
of rehabilitation—physical, mental and social. 
It requires an individual approach which con- 
siders the patient’s condition and physiopatho- 
logic limitations. It is characterized by the so- 
called “team approach,” which means equal 
participation by each member of a rehabilita- 
tion team. This team consists of the physician, 
social worker, psychiatrist, psychologist, nurse, 
physiotherapeutist, and in general all those 
who have some dealings with the aged. To 
achieve the goal successfully it is equally im- 
portant to have enough professional personnel 
available. 

As the study of pediatrics proved that a 
child is not only a little man, but also an indi- 
vidual in his own right whose needs are spe- 
cific to his age as development goes on, so is 
the elderly person whose needs change through 
aging. Studies and research show that the 
needs of the elderly differ from those of the 
younger adult due to the changes which aging 
brings. In other words, the approach to the 
problems of each age group must change also 
in order to obtain successful results. It is the 
individual, his condition and his needs which 
must be considered first, not the disease. 

Those of us who spend most of our time in 
the care of the elderly know that it is difficult 
to achieve good results. One must consider the 
patient’s condition, his fixed habits, and his 
environment, which may also include mem- 
bers of his immediate family. To deal with all 
these factors is a challenge, but it is for a 
worthy cause. Out of the experience one may 
gain in handling each individual some criteria 
may develop which will help with other simi- 
lar cases. When we consider the growing num- 
ber of aged patients, and realize that chronic 
diseases are affecting the elderly in large num- 
bers, we can easily recognize the social impli- 
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cations of chronic disease on the community 
and its component families. I realize that it is 
very gratifying to assist in or perform surgi- 
cal procedures which have the chances of ex- 
cellent results, and it is equally gratifying to 
help a growing child who is sick. But those of 
us who deal with the aged (although our goal 
is limited) are convinced that out of all these 
efforts there can be some satisfaction not only 
for the patient but also for those who admin- 
ister help. 

Our society today is based on the culture of 
youth. However, considering the increasing 
number of the aging population, it is inevita- 
ble that in the not too distant future the em- 
phasis will be placed on the middle and older 
age groups. Evidence of this is already being 
demonstrated in the fields of public service 
and entertainment. The medical and_ allied 
professions must be prepared to meet the 
needs of this evolving situation. 

In recent years the University of Chicago- 
Kansas City Study of Middle Age and Aging 
classified the aged in three different social 
groups: (1) the autonomous, a group which 
continues increased mental and physical pro- 
ductivity after old age sets in (leaders of vari- 
ous fields}; (2) the adjusted, a group which is 
more or less successful enough to maintain a 
stationary status of physical, mental and finan- 
cial balance, and (3) the anomic, a group of 
aged persons who show various degrees of 
physical and mental deterioration and who 
have to be helped by community and civic 
organizations or by their families. 

How can the medical, social service and 
nursing professions best help the two groups 
who most need that help? | would like to men- 
tion what Dr. Monroe, founder of the Geriatric 
Clinic at Harvard University, said in this re- 
spect. He feels that elderly people with com- 
plaints should be directed to a geriatric clinic 
from which they can be guided to the appro- 
priate departments of hospitals or to outside 
agencies, if there is such need. We all know 
that a large number of elderly people with 
chronic ailments are kept in hospitals. This is 
very expensive for the community as well as 
for the patient’s family. Dr. Monroe has rec- 
ommended that such patients be placed in 
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well-controlled nursing homes, possibly under 
the supervision of a general hospital. Patients 
would be transferred to the hospital only if 
some acute ailment developed during their 
stay in a nursing home. Dr. Monroe also rec- 
ommended establishment in every community 


of a Convalescent Placement Service through 
which patients could be directed to reliable 
nursing homes where proper medical and nurs- 
ing care could be assured. 

All of these suggestions are wonderful if 
they can be carried ont. The greatest difficul- 
ty is the lack of personnel for this purpose. If 
we emphasize to our medical students and 
student nurses that there is a challenge. glori- 
fication and satisfaction in the care of aged 
patients. if we can put the idea across that 
the aging population is growing steadily and 
that aging is a process which invelves and 
affects everybody. then we may be able to in- 
duce our younger generation to concentrate 
their attention on this increasing problem. 

With this thought in mind a Geriatric Clinic 
was founded in 1954 at the E. J. Meyer Me- 
morial Hospital. Buffalo. New York. The clinic 
is part of the outpatient department. Patients 
are referred for consultation from other de- 
partments of the hospital or by the patient's 
family physician. If there is no family physi- 
cian, any one of the community agencies may 
refer a patient to the Geriatric Clinic. At the 
preliminary interview. a clinic physician and 
social worker see the patient. Complete work- 
up follows, provided the patient’s general con- 
dition permits it. After all examinations are 
completed, a final interview with the patient 
determines what course to follow. The clinic 
exemplifies one of the many practical appli- 
cations of geriatric principles in the care of 
aged patients. 

The fundamental factor in successfully han- 
dling elderly patients in a geriatric clinic is a 
sympathetic approach to all of the patients’ 
problems by the various members of the team. 
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Whether the problems are medical, socioeco- 
nomic or recreational, they are given equal 
consideration in order to provide the elderly 
patient with a satisfactory program. In many 
instances family agencies send clients to a 
geriatric clinic for evaluation. It seems to me 
that. in the final analysis, the role of a geri- 
atric clinic is not only to care for the medical 
needs of the aged, but also to correlate all ac- 
tivities of the various agencies which concern 
themselves with the problem of the individual 
patient. 

In summary, I would like to say that the 
medical aspects of the care of the aged cannot 
be separated from other aspects of the prob- 
lems which aging or the aged present today. 
whether these problems are social, economic 
or educational. Furthermore, the principle of 
the team approach should be applied in deal- 
ing with the aged. That is, the medical. social, 
nursing and the allied professions should work 
in closest cooperation with one another and 
with the patient. I would also like to empha- 
size that sufficient trained personnel are 
needed in all branches of geriatrics to provide 
optimum service. If we are able to do this, we 
not only provide help to our senior citizens 
but we also serve families and the community 
at large. 
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Treatment of Nonmalignant 


Diseases of the Thyroid 


B. MARDEN BLACK* 


Mayo Clinic and Mayo Foundation. Rochester. Minnesota 


is not surprising 
that differences of 
opinion still exist con- 
cerning treatment of 
patients having various 
diseases of the thyroid 
gland. Within little 
more than a decade. 
antithyroid drugs and 
radioactive iodine have 
become available for 
treatment of hyperthy- 
roidism. It has been learned that desiccated 
thyroid will reduce the size of the goiter in 
certain cases, at least. of Hashimoto’s disease, 
and that cortisone and related substances are 
effective in the treatment of granulomatous 
thyroiditis. Rather surprisingly. the develop- 
ment of effective methods of nonsurgical treat- 
ment for hyperthyroidism has reopened an old 
controversy regarding the incidence of can- 
cer in nodular goiter. 


B. MARDEN BLACK 


*Section of Surgery, Mayo Clinie and Mayo Foundation, Rochester, 
Minnesota. The Mayo Foundation, Rochester, Minnesota, is a part 
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The need for more exact diagnosis than was 
necessary in the past is obvious. As long as 
the only known treatment for practically all 
types of goiter was thyroidectomy, correct 
clinical diagnosis, while most desirable. was 
somewhat academic. The only decision abso- 
lutely necessary was whether thyroidectomy 
or observation should be advised. At present. 
if the newer methods of treatment are to be 
employed rationally, adenomatous goiter with- 
out hyperthyroidism should be distinguished 
from colloid goiter and from Hashimoto’s dis- 
ease, adenomatous goiter with hyperthyroid- 
ism must be distinguished from Graves’s dis- 
ease, and granulomatous thyroiditis should be 
distinguished from all other conditions char- 
acterized by tenderness of the thyroid. If a 
reasonably positive clinical diagnosis cannot 
be established, as will be discussed, thyroidec- 
tomy is often indicated, not only as the treat- 
ment of choice, but also as a means of provid- 
ing tissue for exact histologic diagnosis. 

At present, the choice of treatment and 
whether observation or thyroidectomy should 
be advised also will depend somewhat on the 
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quality of the thyroidectomy available to the 
patient. If the procedure can be carried out 
without hazard and with minimal complica- 
tions, as it can in expert hands, it may be ad- 
vised far more frequently than it would be if 
the risk were great and complications fre- 
quent. In the succeeding discussion, the for- 
mer has been assumed. 


Nodular (Adenomatous) Goiter 
Without Hyperthyroidism 


The terms “nodular goiter” and “adenoma- 
tous goiter” are employed currently more or 
less synonymously to designate a specific dis- 
ease of the thyroid. Whether the nodules are 
henign neoplasms of the thyroid or the result 
of recurrent cycles of hyperplasia and involu- 
tion is still unsettled and will not be discussed 
further. From the standpoint of treatment, the 
nodules of adenomatous goiter cannot be made 
to disappear by any type of medical treat- 
ment, although in some cases the over-all size 
of the goiter can be reduced somewhat by giv- 
ing desiccated thyroid." 

There is no difference of opinion regarding 
the advisability of thyroidectomy if the goiter 
is sufficiently large. The commonly accepted 
indications for thyroidectomy include distor- 
tion or compression of the trachea and other 
pressure effects, such as interference with ve- 
nous return. Thyroidectomy also may be ad- 
vised for purely cosmetic reasons. Of equal 
or greater importance is the fact that thyro- 
toxicosis develops in a precisely unknown but 
very real proportion of such cases. As a rule. 
thyrotoxicosis develops many years after the 
appearance of the goiter, and so insidiously 
that complications such as auricular fibrilla- 
tion or congestive heart-failure ensue before 
the presence of thyrotoxicosis is appreciated. 
Thyroidectomy for patients who have hyper- 
thyroidism with congestive heart-failure is. of 
course, far more hazardous than for patients 
who do not have thyrotoxicosis. 

Unfortunately, it is often impossible to de- 
termine clinically whether a patient with a 
large goiter and congestive cardiac failure. 
hypertension or angina is actually thyrotoxic. 
Since thyrotoxicosis cannot be excluded in 
such cases, thyroidectomy must be advised. 
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Most deaths after thyroidectomy occur among 
patients of this type. In fact. if thyroidectomy 
could be avoided in patients with serious car- 
diovascular disease, the risk of the procedure 
could be reduced virtually to the vanishing 
point. As will be discussed, nonsurgical treat- 
ment of patients having adenomatous goiter 
with hyperthyroidism is most unsatisfactory. 
The most successful approach to the problem 
is the removal of adenomatous goiters before 
toxicity develops. 

Carcinomas not recognizable as such can 
occur in a nodular goiter of any size. The pos- 
sibility that an occult carcinoma is present is. 
of course, another reason for advising thyroid- 
ectomy in cases of large nodular goiter. With 
smaller goiters, pressure effects are usually 
absent and the possibility of the development 
of thyrotoxicosis is remote. The only reason 
for advising thyroidectomy in such cases is 
the possible presence of an occult carcinoma. 
Prior to the past 10 to 15 years, it was agreed 
generally that the incidence of cancer was suf- 
ficiently great to warrant thyroidectomy in the 
majority of such cases. Several papers have 
appeared since that time challenging the con- 
ception.~-* It is held that death from cancer of 
the thyroid is unusual, and that if cancers do 
occur in nodular goiters with the frequency 
reported in studies of surgical specimens, the 
lesions do not behave like other clinical can- 
cers in that they cause serious symptoms and 
death. 

The slow course of the majority of carci- 
nomas of the thyroid is well known. That such 
lesions are rare or cause death only infre- 
quently can be debated seriously. The reported 
incidence of carcinoma in surgically resected 
nodular goiters in the recent past has varied 
from 2 to more than 17 per cent.' In a recent 
critical review of cases of nodular goiter in 
which thyroidectomy had been carried out at 
the Mayo Clinic, Beahrs, Pemberton and I? 
found that occult carcinomas occurred in 3.6 
per cent of all patients having a preoperative 
diagnosis of nodular goiter without hyperthy- 
roidism. When all cases of nodular goiter with- 
out hyperthyroidism, regardless of the preop- 
erative clinical impression, were considered. 
the incidence of carcinoma was found to be 
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7.5 per cent. These findings are well in keep- 
ing with those presented in the great majority 
of other recent reports. 

Impressive evidence that the incidence of 
carcinoma in resected surgical specimens rep- 
resents a reasonable estimate of the incidence 
in nodular goiters in general has been pro- 
vided by the study of Mortensen, Bennett and 
Woolner.” The necropsy reports in 1000 con- 
secutive cases showed 28 primary carcinomas 
of the thyroid. The cause of death in one case 
was carcinoma of the thyroid, and in one other 
case carcinoma of the thyroid had been rec- 
ognized clinically before the patient’s death. 
In 525 cases nodules were present in the thy- 
roid, giving an incidence of occult carcinomas 
among the nodular goiters of approximately 5 
per cent, which is. of course, identical with 
that found in surgical material. The fact that 
only the two carcinomas known to have been 
present were recognized at routine necropsy 
may well explain why other investigators 
failed to find occult carcinomas at necropsy. 
The remaining 26 cases were discovered only 
when all nodules in the thyroid were studied 
meticulously, as is customary in the examina- 
tion of surgical specimens. 

In general, the possibility of the presence 
of cancer would seem sufficiently good to war- 
rant removal of nodular goiters. In practice. 
many other aspects of the individual case must 
be taken into consideration. There is little de- 
bate regarding the necessity of resecting the 
thyroid when the nodule is single, or when a 
nodular goiter occurs in a young adult or par- 
ticularly in a child. The likelihood of cancer 
is greater in nodular goiters of men than in 
those of women. 

It probably need not be emphasized that 
thyroidectomy is strongly indicated if any of 
the clinical findings suggest the possibility of 
carcinoma. Suggestive findings include unusu- 
al firmness of a nodule, any change in the size 
and consistency of the goiter, subjective symp- 
toms of fullness or pressure, and paralysis of 
a vocal cord with hoarseness. Conversely. 
when the nodules are soft and multiple and 
the patient is an older woman, the indica- 
tions for thyroidectomy are less well defined. 
In older patients, occult carcinomas are prac- 
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tically always of the type which progresses so 
slowly that death may well occur from other 
causes before the lesion advances to the stage 
of producing symptoms. 


Nodular Goiter With 
Hyperthyroidism 


In cases of nodular goiter with frank or 
suspected hyperthyroidism, treatment is man- 
datory. In spite of the increased risk, the treat- 
ment of choice is thyroidectomy. The risk is 
not excessive unless congestive heart-failure 
has developed or unless the patient has an- 
gina. In cases in which cardiovascular compli- 
cations have developed it is unfortunate that 
medical treatment is not more satisfactory. 
Specific measures to improve the status of the 
cardiovascular system are indicated preopera- 
tively. Efforts to prepare the patient with anti- 
thyroid drugs, however. are usually destined 
to fail because of the prolonged interval re- 
quired to control thyrotoxicosis. Regardless of 
the drug or the dosage employed, treatment 
for several months is usually necessary before 
thyrotoxicosis is under control. If the heart is 
damaged seriously, the patient may not sur- 
vive this period of persisting thyrotoxicosis. 

The chief disadvantages of radioactive io- 
dine are the excessively large dosage which 
must be given, the time necessary to gain con- 
trol of thyrotoxicosis, and the uncertainty that 
thyrotoxicosis will be controlled by the amount 
of radioactive iodine given. Possibly the only 
circumstance in which control of thyrotoxico- 
sis might be attempted with radioactive iodine 
would be when the patient is so ill that the 
risk of thyroidectomy would seem prohibi- 
tive.‘ In such cases a large dose of radioactive 
iodine might be given, with the hope that thy- 
rotoxicosis could be controlled sufficiently to 
permit thyroidectomy at some subsequent 
time. In actual practice, patients this ill are 
somewhat unusual. 

The increased risk of thyroidectomy in pa- 
tients with adenomatous goiter with hyper- 
thyroidism has been stressed in part to em- 
phasize that the entire problem can be avoided 
by urging the removal of large nodular goiters 
before thyrotoxicosis develops. It could well 
be added, however, that at present the hospital 
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mortality rate after thyroidectomy in such 
cases is probably no greater than | per cent. 


Graves’s Disease (Exophthalmic 
Goiter ) 


Unlike the treatment for toxic nodular goi- 
ter, which is essentially surgical, that for 
Graves’s disease may be thyroidectomy or the 
use of radioactive iodine or antithyroid drugs. 
The present status of each type of treatment 
will be discussed separately. 

Thyroidectomy—Thyroidectomy became a 
thoroughly satisfactory method of treatment 
for Graves’s disease only after the problem of 
thyroid crisis had been largely solved by the 
preparation of patients for operation with io- 
dides. At the present time, in competent hands 
and after adequate preparation, the hospital 
mortality rate is not greater than 0.1 per cent. 
Permanent paralysis of one vocal cord occurs 
in 1 to 2 per cent of cases and of both vocal 
cords, extremely rarely. Chronic tetany devel- 
ops after thyroidectomy in approximately 0.5 
per cent of cases. The development of myxe- 
dema is largely dependent on the degree of 
lymphocytosis of the thyroid at the time of 
operation and is observed in perhaps 10 per 
cent of cases. Recurrence ultimately develops 
in approximately 5 per cent of cases. The 
safety of the procedure and avoidance of com- 
plications depend chiefly on the experience 
and skill of the surgeon. The mortality rate 
and incidence of complications quoted char- 
acterize the practice in institutions in which 
large numbers of thyroidectomies are carried 
out, and are probably not typical of the experi- 
ence of the surgeon who occasionally performs 
a thyroidectomy. Nevertheless, thyroidectomy 
is, and has been for some 30 years, a most sat- 
isfactory method of treating Graves’s disease. 
The method of treatment is disadvantageous 
in that it is a surgical procedure and _there- 
fore requires both hospitalization and a period 
of convalescence. 

Radioactive iodine—Like thyroidectomy. 
radioactive iodine produces its effects by de- 
struction of the thyroid gland, without, how- 
ever, the necessity of a surgical procedure and 
hospitalization. The method of treatment is 
widely available and not particularly difficult. 
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The patient is given a tracer dose to deter- 
mine the proportion taken up by the thyroid. 
The weight of the thyroid is estimated. The 
therapeutic dose is calculated from the two 
findings. The range of dosage usually em- 
ployed is from 100 to 200 microcuries per 
estimated gram of thyroid tissue. If the larger 
dose is employed, thyrotoxicosis is more cer- 
tainly controlled, but myxedema can be ex- 
pected to develop in perhaps a third of the 
cases. The disease often persists requiring sub- 
sequent doses if a smaller amount is given. In 
cases of milder Graves’s disease when rapid 
control is not too essential, a smaller dose is 
chosen and repeated if necessary. In severer 
cases a larger dose is chosen to control the dis- 
ease more certainly, even though myxedema 
may develop. At the range of dosage used in 
treatment for Graves’s disease there are no 
discernible immediate ill effects such as leuko- 
penia, radiation sickness or radiation injury 
to neighboring structures. 

Because of the possibility of producing ge- 
netic effects, agreement is rather general that 
radioactive iodine should not be used to treat 
women during the childbearing years unless 
thyroidectomy is strongly contraindicated. 
Radioiodine is even more strongly interdicted 
during pregnancy, particularly after the third 
month, when the fetal thyroid begins to con- 
centrate iodide. 

The possibility of the ultimate development 
of carcinoma of the thyroid as a result of the 
radiation is probably the strongest argument 
against the use of radioiodine. More time will 
be necessary to determine with any confidence 
the magnitude of the hazard. However. large 
numbers of patients have been treated during 
the 10 years since the isotope has been avail- 
able for clinical use. So far, no cases of carci- 
noma of the thyroid attributable to radiation 
damage have been reported. By analogy with 
other radiation-induced cancers, it may be as- 
sumed that a considerable interval of time may 
elapse between the irradiation and the appear- 
ance of the malignant lesion. While it is re- 
assuring that carcinomas have not developed 
as yet, it would still seem wise to avoid treat- 
ment of younger patients with radioiodine. 

At the Mayo Clinic, at present, treatment 
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with radioiodine is employed freely for 
Graves’s disease in patients 45 years of age or 
older. Its use in younger persons is limited to 
those in whom there is some contraindication 
to thyroidectomy, to those with a decreased 
life expectancy, and, in some cases, to those 
with recurrent Graves’s disease. The propor- 
tion of patients with Graves’s disease treated 
with radioactive iodine has increased each 
year since the isotope has become available. 
During the past year. more than 60 per cent 
of all patients with Graves’s disease were so 
treated, 

Antithyroid drugs—I\n contrast to surgical 
ablation and to destruction of thyroid tissue 
by radioactive iodine, antithyroid drugs pro- 
duce their effect by interference with the syn- 
thesis of thyroxin. The effect lasts only as long 
as the drug is given, and the degree of sup- 
pression of thyroxin production is dependent. 
up to a point, on the amount of drug given. 
If a sufficient amount of the drug is given for 
a sufficient time, myxedema can be produced. 
The hypermetabolism of Graves’s disease can 
he controlled in practically all cases. provid- 
ing the drugs are employed skillfully. Toxic 
reactions, particularly leukopenia and rarely 
agranulocytosis, which occurred not  infre- 
quently with the use of thiouracil. are quite 
uncommon with the use of more recent drugs 
such as propylthiouracil and TAPAZOLE®. 

While the method of treatment is entirely 
feasible. it has been virtually abandoned as 
definitive treatment essentially because of the 
prolonged period during which treatment must 
be continued. It was hoped originally that the 
use of drugs might shorten in some way the 
course of Graves’s disease. It now seems likely 
that treatment must be continued until the dis- 
ease has run its natural course. After treat- 
ment for as long as one year. relapse can he 
expected to occur promptly in about 50 per 
cent of cases when treatment is discontinued.” 
Treatment. of course. may be reinstituted. The 
patient’s condition must be followed carefully 
throughout the period of treatment because of 
complications, which can appear at any time. 
and to make certain that thyrotoxicosis is be- 
ing kept under control. Definitive treatment 
usually proves unsuccessful either because 
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thyrotoxicosis is not controlled, or because 
treatment is discontinued prematurely either 
by the patient or by the physician. 

The use of antithyroid drugs is limited 
largely at present to the preparation of pa- 
tients with Graves’s disease for thyroidectomy. 
The dose must be adequate to control thyro- 
toxicosis. If propylthiouracil, which is prob- 
ably as safe and effective as any of the drugs 
available. is administered the usual beginning 
dose is from 400 to 600 mg. given throughout 
the day. After two to three weeks. when the 
basal metabolic rate is falling, the dose is 
gradually reduced to a maintenance level of 
perhaps 100 to 150 mg. each day. Unless the 
patient is unusually ill, thyroidectomy may be 
carried out after five or six weeks of prepara- 
tion. Lugol’s solution (strong solution of io- 
dine). which is necessary to prevent crisis and 
to produce involution of the hyperplastic thy- 
roid, should be given during the two or three 
weeks preceding thyroidectomy. 

If the patient is unusually ill. either as a 
result of the intensity of the thyrotoxicosis or 
from complications, the disease should be con- 
trolled medically until the patient has fully 
recovered. This may require treatment for as 
long as three months. The risk of operation. 
however, can be materially reduced in such 
unusually ill patients. 

It could well be added that preoperative 
preparation with antithyroid drugs is not nec- 
essarily indicated in all cases of Graves’s dis- 
ease. In fact, surgeons at this clinic have long 
been of the opinion that the risk of thyroidec- 
tomy in the usual case of Graves’s disease. 
after proper preparation of the patient with 
iodides, is no greater than that of thyroidec- 
tomy for nontoxic goiter. Consequently, anti- 
thyroid drugs are used rarely and only when 
the patient is unusually ill. The policy seems 
justified by the fact that the last hospital death 
after thyroidectomy for Graves’s disease at the 
clinic occurred in 1946. The apparent present 
safety of thyroidectomy is attributable, in part. 
to the fact that many desperately ill patients 
are currently being treated with radioiodine 
and not thyroidectomy. If radioiodine were 
not available. probably 5 to 10 per cent of 
patients with Graves’s disease would be pre- 
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pared for operation with antithyroid drugs at 
this institution. 


Other Conditions 


Colloid goiter—The slight diffuse enlarge- 
ment of the thyroid which may occur at puber- 
ty and during pregnancy does not require 
treatment. More definite colloid goiters should 
be treated with desiccated thyroid. If there is 
no response to treatment within two to three 
months, or if palpable nodules persist in the 
thyroid, thyroidectomy is indicated. True col- 
loid goiter is rare and may be confused easily 
with multiple adenomatous goiter, particular- 
ly when the adenomas are unusually soft. 

Granulomatous thyroiditis—Granulomatous 
thyroiditis (acute diffuse thyroiditis, subacute 
thyroiditis) is a self-limited disease of varying 
duration and intensity, characterized by ex- 
quisite tenderness of the thyroid, marked in- 
crease in the sedimentation rate, and, frequent- 
ly. by some increase in the basal metabolic 
rate. Treatment is usually necessary because 
of disability resulting from the extreme ten- 
derness of the gland. Antithyroid drugs have 
heen reported to shorten the course of the 
disease, but they are no longer employed to 
treat patients having this condition. External 
irradiation unquestionably hastens the resolu- 
tion of the process. The symptomatic response 
to cortisone is dramatic. Cortisone or cor- 
ticotropin (ACTH). either alone or. in more 
chronic cases, in conjunction with external ir- 
radiation, is at present the treatment of choice. 
The disease usually does not destroy the func- 
tion of the thyroid, and myxedema _ conse- 
quently does not ensue. Thyroidectomy may 
he indicated in atypical cases in which the 
diagnosis is in doubt. 

Hashimoto's disease—The tendency at pres- 
ent seems to be to limit the term “Hashimoto’s 
disease” to cases in which the thyroid shows. 
in addition to lymphocytosis, a rather charac- 
teristic oxyphilous change in the parenchymal 
cells. In the absence of this change, the term 
“lymphocytosis of the thyroid” or “lympho- 
cytic thyroiditis” is employed. Lymphocyto- 
sis is usually associated with some fibrosis. 
Whether there is a valid reason, clinically. for 
distinguishing between cases with and without 


December 1956 


the changes in parenchymal cells is not cer- 
tain; in fact, there is uncertainty as to whether 
the two types can be distinguished clinical- 
ly. The condition was thought formerly to be 
somewhat uncommon. In current practice, 
however, it is encountered not infrequently 
and is easily the second commonest type of 
nodular goiter, being outnumbered only by 
cases of adenomatous goiter without hyper- 
thyroidism. 

There was little practical need formerly to 
distinguish clinically between adenomatous 
goiter without hyperthyroidism and lympho- 
cytic thyroiditis, since the treatment of both 
was thyroidectomy. It has been known for 
several years” that the size of the goiter in 
some cases of lymphocytic thyroiditis, at least. 
can be materially reduced by giving desiccated 
thyroid by mouth. The amount required is 
somewhat larger than that necessary for re- 
placement therapy of myxedema, and treat- 
ment for several months is usually necessary 
before the size of the goiter diminishes. How 
long treatment must be continued has yet to 
be learned. Myxedema probably will develop 
in many patients necessitating treatment  in- 
definitely. Judging from a limited number of 
cases, the results of treatment with desiccated 
thyroid are uncertain and somewhat unpre- 
dictable. Definite reduction in the size of the 
goiter has occurred in perhaps half of the 
cases in which treatment has been attempted 
at the clinic. 

Treatment by means of thyroidectomy is 
not only more certain, but, in addition, tissue 
is available for microscopic examination. The 
diagnosis is, thus, much more accurate than 
on clinical examination. The chief disadvan- 
tage of thyroidectomy is that myxedema fol- 
lows in the great majority of cases. Currently. 
at the clinic, both nonsurgical and surgical 
treatment are employed. If the goiter is sizable 
or if there is serious question as to whether 
adenomas are present, thyroidectomy is ad- 
vised. The metabolic status is evaluated about 
three months after operation, and if myxe- 
dema has developed, treatment for it is insti- 
tuted. Conversely, if the goiter is small and is 
not producing pressure effects, and if the diag- 
nosis seems reasonably certain, treatment with 
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desiccated thyroid is attempted. If the goiter 
becomes smaller, the drug is withdrawn gradu- 
ally. The patient is kept under observation to 
guard against subsequent enlargement of the 
thyroid and the ultimate development of 
myxedema. Since neither type of treatment is 
entirely satisfactory, all treatment is often 
omitted and periodic observation only ad- 
vised, particularly if the goiter is small. 

Riedel’s thyroiditis—True Riedel’s thyroid- 
itis is extremely uncommon. The dense fibrosis 
extends beyond the capsule of the thyroid to 
involve surrounding structures so that the thy- 
roid becomes fixed in the neck. The local find- 
ings. clinically. are those of advanced carci- 
noma. Surgical exploration is indicated in all 
cases to establish the diagnosis. Thyroidec- 
tomy is usually technically impossible but an 
extended effort should be made to remove 
enough tissue to relieve compression of the 
trachea and esophagus. 


Summary 


Nodular goiters are best treated by thyroid- 
ectomy. In the absence of thyrotoxicosis. treat- 
ment is indicated to find and remove occult 
carcinomas and to prevent the development of 
thyrotoxicosis. Multiple small soft adenoma- 
tous goiters in older patients are occasionally 
left undisturbed, and observation only is in- 
dicated in some cases of Hashimoto’s disease. 
The treatment of patients having adenomatous 
goiter with hyperthyroidism with either anti- 
thyroid drugs or radioactive iodine is unsatis- 


factory, whereas thyroidectomy is reasonably 
safe, efficient and certain. 

Either radioactive iodine or thyroidectomy 
is effective for treatment of Graves’s disease. 
The former probably should not be employed 
in younger patients unless there is a major 
contraindication to thyroidectomy, or unless 
life expectancy is materially reduced. Thyroid- 
ectomy remains the treatment of choice for 
younger patients, for those with unusually 
large goiters and for those whose uptake of 
radioactive iodine is inadequate. Antithyroid 
drugs probably should not be employed as 
definitive treatment. Their use at present is 
largely limited to preoperative preparation. 
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Chronic Pulmonary Emphysema 


LEROY HYDE AND BERNARD HYDE* 


Los Angeles 


Empnysema has been variously defined as 
“a condition in which pulmonary alveoli are 
abnormally dilated, with distention, frequent- 
ly attenuation and rupture, of the alveolar 
walls”;' overinflation and dilatation of the 
pulmonary alveoli;> and “a chronic respira- 
tory disease marked by pulmonary insufficien- 
cy and distinguished by the occurrence with- 
in the lung of areas of alveolar dilatation mixed 
with zones of interstitial and alveolar fibrosis” 
(pulmonary fibrosis and emphysema togeth- 
er).* Chronic pulmonary emphysema is “the 
diffuse, progressive. obstructive. and hypoxic 
type of chronic emphysema in which patho- 
logic distention of alveoli has persisted for 
some time.” 


Etiology 


A single precise cause is not known. The 
development of pulmonary emphysema is re- 
lated to disease and constriction of smaller 
bronchi and bronchioles, with subsequent air 


*From the Pulmonary Diseases Service, Veterans Administration Hos- 
pital, Long Beach, California; Department of Medicine, U.C.L.A. 
School of Medicine; Chest Service, White Memorial Hospital, and 
Department of Chest Diseases, College of Medical Evangelists, Los 
Angeles, California. 


In a summary of this type, brevity may give an impression of dogma- 
tism, although this is definitely not intended. 
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trapping, increased expiratory intra-alveolar 
pressure, thinning of the alveolar walls and 
destruction of alveoli. The fundamental bron- 
chial constriction may be related to neuro- 
genic, allergic or infectious factors or a com- 
bination of these. 

Emphysema has a tendency to occur in men 
past 40 years of age, in certain families. in 
heavy smokers, and in patients with bronchial 
asthma or other bronchopulmonary diseases. 


Pathologic Anatomy 


Spain and Kaufman* made a postmortem 
study of the lungs in cases in which the pa- 
tients had had evidence of chronic pulmonary 
emphysema during life and in cases in which 
the patients died of nonpulmonary diseases 
and had not had any evidence of chronic pul- 
monary emphysema during life. In the cases 
in which evidence of emphysema had been 
present, the walls of most of the terminal bron- 
chioles were thicker than they were in the 
cases in which there had not been any evi- 
dence of emphysema, the terminal bronchi- 
oles were longer and more tortuous, and vary- 
ing degrees of infiltration were evident in the 
thickened walls of the bronchioles. 
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TABLE 1 


Mercuanics Leapine to Poor VENTILATION® 


Airway 


| obstruction 


Slow flow rate 


Increased effort 


Overdistended lung 


Reduced 


High intrathoracic 
pressure Increased residual volume 


Reduced vital capacity 


Increased total capacity 


Poor lung mixing 
Poor mechanics 


Poor ventilation 


*From Guerrant.” 


*¥Maximal breathing capacity. 


Chronic bronchiolitis and peribronchiolitis 
result in stiffening of the walls of the bron- 
chioles, diminished bronchial peristalsis. and 
narrowing of the lumina of the bronchioles 
(figure 1A). Subsequently, the alveoli become 
distended (figure 1B) and may produce blebs 
or bullae, which most commonly are found on 
the surface of the lungs. The emphysematous 
lungs appear larger than normal, and examina- 
tion will reveal chronic cor pulmonale in al- 
most every case. 


Pathologic Physiology 


Bronchial constriction leads to prolonged . 


expiration, increased intra-alveolar pressure. 
and distention of the alveoli. Thinning of the 
alveolar walls interferes with blood flow (fig- 
ure 1C), and the surface area is diminished 
by rupture. These changes interfere with ven- 
tilation (table 1) and with the alveolar-capil- 
lary exchange of gases. The movement of air 
is decreased, and part of the air within the 
dead spaces (the emphysematous blebs) is 
not available for gas exchange; that is, there 
is an increase in the amount of residual air. 
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Progressive emphysema produces hypoxia 
and later causes hypercapnia. Pulmonary ar- 
terial hypertension develops and leads to strain 
and failure of the right side of the heart (fig- 
ure 1D) and to chronic cor pulmonale. Pul- 
monary hypertension is related to the dimin- 
ished pulmonary vascular bed (figure 1C) 
secondary to actual destruction of alveolar 
capillaries and to the effects of hypoxia.‘ 

Studies usually will reveal normal or de- 
creased vital capacity, a decrease in the three- 
second vital capacity, a small inspiratory ca- 
pacity, an increase in the residual volume. 
and an increase in the ratio of residual volume 
to total lung capacity. The maximal breathing 
capacity is diminished. 

The pH of the arterial blood and the values 
for oxygen and carbon dioxide may be nor- 
mal in cases of mild emphysema. With pro- 
gression of the disease, the value for the oxy- 
gen of the arterial blood decreases although 
retention of carbon dioxide does not occur 
until late. The pH of the blood is often normal 
until the late stages of the disease, when re- 
spiratory acidosis may develop. 
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CHROMOGRAPHS OF MEDICAL PAT 


HOLOGY 


EMPHYSEMA 
of Elasticity } 
1 
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Histological Findings in Emphysema (1) Vestibule 
Widened Through Loss of Interalveolar Septa (2) 
Hypertrophic Bronchiolar Muscle (3) Distended 
Goblet Cells. 


Hypertrophic’ AG Interalveolar 
a 
Septum from > 
— 
Septum ; — Increased Air Pressure 
) 
a 
"4 
Barrel 4 
Chest 
4 by 
Increased Pulmonary Resistance Produces Increased 
Cardiac Effort->Muscular Hypertrophy of Right 
Ventricle—>Cor Pulmonale 


Reproduced, courtesy of Parke, Davis & Company. 5 
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Symptoms and Signs 


Early symptoms are cough, minimal mu- 
coid sputum, and exertional dyspnea. Dysp- 
nea becomes progressively worse and frequent 
secondary infections (“chronic bronchitis” ) 
occur. Superimposed may be symptoms of 
heart-failure caused by cor pulmonale. 

Physical examination usually reveals in- 
creased anterior-posterior diameter of the 
chest (figure LE). Respirations may be shal- 
low and more rapid than normal. Expiration 
is usually prolonged. There may be cyanosis, 
wide intercostal spaces, depressed diaphragm. 
and diminished feeble breath sounds. 


Prevention 


The prevention of chronic pulmonary em- 
physema consists of the prevention of bron- 
chial constriction. This includes good general 
hygiene, early and intensive therapy of bron- 
chial asthma, prevention of bronchial irrita- 
tion and bronchospasm (that is, elimination 
of smoking and avoidance of dusty places), 
and the avoidance or prompt therapy of bron- 
chopulmonary infections. 


Treatment 


Treatment should be directed at all known 
abnormalities of the disease since many are 
reversible. Our basic therapeutic routine in 
cases of emphysema is summarized in table 2. 
Cessation of smoking is very important. There 
is no more rationale for inhaling smoke, ashes, 
tars and volatile oils over inflamed bronchial 
mucosa than there is for rubbing these irritat- 
ing substances on inflamed skin. Cigarette 
smoke is a fine suspension of ash particles 
which increase inflammation, hyperemia and 
bronchial secretions. These secretions must be 
removed by coughing, which further increases 
intra-alveolar pressure. Smoke and other re- 
spiratory irritants may and frequently do 
cause bronchospasm. 

Compounds of ephedrine, phenobarbital or 
amobarbital and theophylline, such as Quap- 
RINAL® and AMESEC®, are mild but helpful 
bronchodilators when administered three or 
four times a day by the oral route. In cases 
of moderately severe or severe pulmonary em- 
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TABLE 2 
Basic EMpHYsSEMA REGIMEN 


Mild emphysema: 
1. No smokine!! (To reduce bronchial irritation and 
bronchospasm.) 
2. Amesec or Quadrinal capsules, 1 four times a day 
(bronchodilator) . 


Moderately severe emphysema (in addition to the above 
measures) 
3. Isuprel (1:200) by nebulizer (powerful broncho- 
dilator). 
4. Mercuhydrin test for possible heart-failure (if posi- 
tive, patient should be digitalized). 


Severe emphysema (in addition to measures 1 to 4): 
5. Aminophylline suppositories at bedtime and as 
needed. 
6. Breathing exercises (abdominal breathing). 


In addition, patients with purulent sputum receive anti- 
biotics (penicillin 300,000 units and streptomycin 1 gm.. 
together in one syringe, intramuscularly daily) for a 
minimum of 10 to 14 days. 


physema, a 1:200 solution of isopropylartere- 
nol hydrochloride (1suPREL® hydrochloride ) 
is very effective when administered by means 
of a DeVilbiss No. 40 (glass) or No. 41 (plas- 
tic) nebulizer. Aminophylline suppositories. 
administered at bedtime or whenever neces- 
sary. are helpful adjuncts. 

In our experience, bronchoscopy. cough 
syrups, detergent aerosols, enzyme aerosols. 
antihistaminics, pneumoperitoneum and inter- 
mittent positive pressure breathing have been 
of little or no value. Cortisone and hydrocorti- 
sone have not been helpful, and these drugs 
are potentially dangerous since they cause re- 
tention of sodium and water. We have had 
limited experience with prednisone but this 
drug appears to be of value. Further studies 
of this drug are in progress. 

The patient with pulmonary emphysema 
seeks medical advice because of his dyspnea. 
which usually will respond very well to the 
therapy outlined in table 2. More often, how- 
ever, he has either or both of the complica- 
tions of emphysema, namely, secondary bron- 
chopulmonary infection and heart-failure. 

Treatment of bronchopulmonary infection 
—Secondary bronchopulmonary infection 
(chronic bronchitis) is characterized by puru- 
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lent sputum, and the patient complains of in- 
creasing cough and dyspnea. Fever is rarely 
present. Antibiotic therapy should be started 
promptly. Bacteriologic studies of the sputum 
in cases of emphysema reveal that the organ- 
isms are predominantly gram-positive in ap- 
proximately two-thirds of the cases and pre- 
dominantly gram-negative in approximately 
one-third of the cases. 

The use of penicillin alone is frequently in- 
adequate. Our procedure is to mix 300,000 
units of procaine penicillin G and 1 gm. of 
streptomycin or dihydrostreptomycin together 
in one syringe and administer the mixture in- 
tramuscularly once a day for at least 10 days. 
A single dose of ComBrioTic® aqueous suspen- 
sion approximates the single doses of the anti- 
biotics that we use. A response almost always 
occurs promptly. If it does not, the sputum is 
cultured for pathogenic microorganisms, and 
these are tested to determine their sensitivity 
to various antibiotics. This is necessary only 
occasionally. In our experience, the relapse 
rate has been high in cases in which anti- 
biotics have been used for only short periods, 
for example, for only five days. 

If daily intramuscular therapy is not feasi- 
ble, or if the patient is allergic to penicillin, 
250 mg. of tetracycline (ACHROMYCIN® or 
TETRACYN®) is administered three or four 
times a day by the oral route for at least 10 
days. In cases of recurrent bronchopulmonary 
infection, 250 mg. of tetracycline is adminis- 
tered once or twice a day for an indefinite 
period of months after the initial intensive 
course of antibiotics for 10 to 14 days. This 
treatment has not caused any toxic reactions. 
and the effect has been excellent. 

Sulfonamides given in doses of 1 gm. three 
or four times a day may be of value. especial- 
ly when combined with antibiotics for the first 
7 to 10 days. Adequate hydration is helpful in 
keeping the sputum loose and less tenacious. 

Treatment of heart-failure—Progressive 
emphysema leads to cor pulmonale, and sec- 
ondary bronchopulmonary infection often pre- 
cipitates heart-failure. Symptoms and _ signs 
usually are minimal except for the increasing 
dyspnea, which is frequently blamed on the 
emphysema. The classic signs of heart-failure 
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observed in cases of rheumatic heart disease 
or hypertensive cardiovascular disease are 
noted uncommonly in cases in which cor pul- 
monale is associated with emphysema. Edema 
of the ankles is unusual until the later stages, 
and cardiac arrhythmias are rare. 

The MERCUHYDRIN® test* has been found to 
be of great value in detecting an increase in 
the amount of extracellular fluid. In perform- 
ing the test, 2 ml. of Mercuhydrin is injected 
intramuscularly into the buttock. The patient 
is weighed at that time and 24 hours later on 
the same scale and while wearing the same ar- 
ticles of clothing. Studies indicate that normal 
persons do not lose more than 2 lb. in the 24 
hours. A loss of 2.5 lb. is often difficult to 
evaluate, but a loss of 3 lb. or more is diag- 
nostic of retention of extracellular fluid. If no 
other cause for the retention is found, one can 
assume that heart-failure is present. 

If heart-failure is present, the patient is 
digitalized. Contrary to early beliefs, digitali- 
zation is of definite value in cases in which 
heart-failure is secondary to cor pulmonale. 
Its previous poor reputation may have been 
attributable to the late diagnosis of cor pul- 
monale and to the even later diagnosis of 
heart-failure. As a result, digitalis glycosides 
were not given until myocardial failure was 
very far advanced. No difference has been 
noted in the effects of the various preparations 
of digitalis. Digitalization usually is continued 
for life. The patients should weigh themselves 
daily, and mercurial preparations should be 
given if the patients gain 3 lb. or more in a 
few days. 

Oxygen therapy—Administration of oxygen 
is indicated only occasionally, chiefly for com- 
plications, for example, superimposed pneu- 
monia associated with increased dyspnea, cya- 
nosis and hypoxia (table 3). Oxygen should 
be administered carefully. It preferably should 
be administered with a nasal catheter instead 
of in an oxygen tent or with a mask. Excessive 
flow of oxygen should be avoided (2 to 6 1. 
per minute usually will be satisfactory), and 
intermittent administration will lessen the like- 
lihood of complications. 

The chief danger is retention of carbon di- 
oxide, which is characterized by weakness, 
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TABLE 3 


Oxycen THerary IN CAses OF EMPHYSEMA 


Not ordinarily indicated. 


Indications: 
1. Complication of pneumonia with acute anoxia. 
2. Complication of acute bronchoconstriction (asthma) 
with anoxia. 


Dangers: 


1. Carbon dioxide retention with coma and death (sus- 
pect in patient receiving oxygen in whom weakness. 
headache, drowsiness, delirium, coma develop). 
Even more likely to occur if patient has received 
narcotics. 

2. Patient becomes bedridden. 


Cautions (if oxygen is necessary) : 
1. Use nasal catheter or low oxygen concentrations 
(e.g., 50 per cent). 
2. Give intermittently. 


headache, confusion and coma, and may cause 
death. The chief stimulus to respiration in 
emphysematous patients is hypoxia. Admin- 
istration of oxygen interferes with this and 
causes hypoventilation and subsequent reten- 
tion of carbon dioxide. Since the pH of the 


blood varies directly with the cine ratio, 


» 


an increase in the carbon dioxide (H.CO.,) of 
the blood causes a decrease in the pH of the 
blood. Renal compensatory mechanisms will 
result in retention of sodium bicarbonate, 
which will maintain the pH of the blood in the 
normal range. Inadequacy of the compensa- 
tory mechanisms permits persistence of a low 
pH, which increases acidosis and may cause 
death. 

If pulmonary emphysema and such compli- 
cations as bronchopulmonary infection and 
heart-failure are treated early and intensively. 
administration of oxygen, which is a double- 
edged sword, rarely will be necessary. 


Summary and Conclusions 


1. Chronic pulmonary emphysema is “the 
diffuse, progressive, obstructive, and hypoxic 
type of chronic emphysema in which patho- 
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logic distention of alveoli has persisted for 
some time.” 

2. Emphysema is related to bronchial con- 
striction, which may be due to neurogenic, al- 
lergic or infectious factors. 

3. The walls of the terminal bronchioles of 
emphysematous lungs are thicker and more 
tortuous than the walls of the terminal bron- 
chioles of normal lungs. Varying degrees of 
infiltration are evident in the thickened walls 
of the bronchioles. 

4. Bronchial constriction leads to prolonged 
expiration, increased intra-alveolar pressure, 
and distention of the alveoli. 

5. Early symptoms of pulmonary emphiy- 
sema are cough, mucoid sputum and exertion- 
al dyspnea. 

6. Studies of pulmonary function usually 
will reveal normal or decreased vital capacity. 
decrease in the three-second vital capacity. 
a small inspiratory capacity, an increase in 
the residual volume, and an increase in the 
ratio of residual volume to total lung capacity. 
Maximal breathing capacity is diminished. 

7. Treatment must be directed against 
bronchospasm and emphysema, and against 
such complications as bronchopulmonary in- 
fection and heart-failure when they are pres- 
ent. Oxygen therapy rarely is necessary. 

5. The prevention of chronic pulmonary 
emphysema depends on the prevention and 
early treatment of bronchial constriction and 
bronchopulmonary infections. 
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The Diagnosis and Treatment 


of Spina Bifida 


F. MILES SKULTETY* 


State University of lowa College of Medicine, lowa City 


Or all the develop- 
mental abnormalities of 
the central nervous sys- 
tem, spina bifida is 
probably the one most 
frequently seen by the 
individual engaged in 
the general practice of 
medicine. The defects 
range all the way from 
the spina bifida occulta 
observed as an inci- 
dental finding on roentgenograms of the spi- 
nal column made for some unrelated condi- 
tion to complete spinal rachischisis obvious 
on immediate postnatal examination of the 
infant. Ingraham and Matson’ said that roent- 
genographic examination probably will dis- 
close some defect of the spinous process or 
lamina in 25 per cent of all children. Schwid- 
de* reported an incidence of encephalocele. 
meningocele or myelomeningocele of 8.7 per 
10,000 live births in Iowa during the period 
from 1941 through 1949. 


F. MILES SKULTETY 


*Assistant Professor, Department of Surgery, Division of Neurosur- 
gery, State University of Iowa College of Medicine, lowa City, Towa. 
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The central neuraxis starts on the mid-dorsal 
aspect of the developing embryo as the neural 
groove with the neural ridges on either side. 
These neural ridges or crests proliferate and 
converge dorsally to eventually unite to form 
the neural tube. This continues from the dor- 
sal region in both the rostral and caudal direc- 
tions until the entire neural tube is closed at 
about the 30 somite stage. The neighboring 
mesoderm gives rise to the blood vessels, me- 
ninges and vertebral bodies. Although the ex- 
act mechanisms by which the mesoderm and 
ectoderm influence each other’s development 
are not known, it is reasonably certain that a 
complex interrelationship exists. Campbell® 
cited evidence to show that mesenchyma de- 
rived from the mesoderm is necessary to stim- 
ulate the integrated pattern of closure of the 
neural tube. Disturbance of this pattern to a 
lesser or greater degree accounts for the vast 
number of malformations seen, ranging from 
the asymptomatic spina bifida to the large 
myelomeningocele with its associated severe 
neurologic deficits. 

Abnormalities classified as spina bifida oc- 
culta are those in which fusion defects of the 
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vertebral column are present without protru- 
sion of the intraspinal contents through the 
defect. These are frequently associated with 
defects in neighboring tissues of mesodermal 
origin, such as angiomas, lipomas, abnormal 
tufts of hair or skin dimples. These abnor- 
malities are most frequently seen at the lum- 
bosacral or suboccipital regions, sites of the 
posterior and anterior neuropores. 

The presence of the externally visible ab- 
normality frequently constitutes the presenting 
complaint in an otherwise asymptomatic child. 
This should cause the practitioner to look for 
the underlying bony defect with appropriate 
roentgenograms. If a thorough history and 
physical examination fail to reveal any evi- 
dence of a neurologic deficit, further exten- 
sive diagnostic procedures are not indicated 
at this time. The parents can be given some 
assurance that most of the children will re- 
main asymptomatic, although periodic check- 
ups are indicated until full growth is reached. 

The presence of a neurologic deficit, on the 
other hand, calls for a thorough investigation 
and treatment when indicated. The majority 
of these disturbances become apparent during 
infancy and childhood. If a severe neurologic 
disturbance is present at birth, operation is 
usually not indicated. Obvious deformities of 
the hips and feet are usually discovered in the 
first few months after birth; however, a large 
number of less obvious deficits go unrecog- 
nized until the child should begin to walk or 
become bowel and bladder trained. The pre- 
senting complaints in these instances are those 
of peculiarity of gait and weakness or slow- 
ness in learning to walk. Neurologic examina- 
tion will reveal reflex changes, muscle weak- 
ness, limb deformities, and sensory changes, or 
sensory changes in the absence of one or more 
of the other changes. Sphincteral disturbances 
may also be found even though they were not 
recognized by the parents. When a sphincter- 
al disturbance is the presenting complaint, it 
is usually one either of difficulty in training 
the child or of regression in a child already 
trained. 

These various abnormalities are not usual- 
ly associated with simple spina bifida occulta, 
but rather with the more extensive bony ab- 
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normalities of hemivertebrae, fused vertebrae, 
absence of pedicles, or the presence of anoma- 
lous bony masses. The association of a neu- 
rologic deficit with nothing more than an ap- 
parent simple failure of fusion of the laminar 
arch on a roentgenogram should prompt the 
examiner to search for the presence of one of 
the associated anomalies. These would include 
intraspinal lipomas, dermoid cysts, fibrous 
bands (frequently associated with overlying 
lipomas or skin dimples) or intraspinal me- 
ningoceles. Dermal sinus tracts from the skin 
can be associated with intraspinal fibrous 
bands or dermoid cysts, or occasionally can 
form an infected fistulous tract from the skin 
to the thecal sac. 

Surgical intervention in cases of neurologic 
disabilities should be looked on as prophylac- 
tic rather than curative. In most cases, the 
initial symptom is a progressive neurologic 
difficulty, and it is the aim of the surgeon to 
prevent further disability. Return of lost func- 
tion may occur, but usually does not. 

Myelography is frequently helpful and 
should be performed when there is any doubt 
as to the presence of intraspinal involvement. 
When operation is performed, an attempt is 
made to restore as near normal relationships 
as possible, so that further growth of the indi- 
vidual will not result in increased disability. 
A conservative attitude at the time of opera- 
tion is best. Removal of an interspinal mass, 
such as a lipoma, dermoid cyst, intraspinal 
meningocele or bony spicule, will usually re- 
sult in improvement. Division of fibrous bands, 
freeing of adhesions between the meninges 
and overlying lipomas, or excision of dermal 
sinus tracts or fistulas can also be counted on 
to arrest the progression of a neurologic defi- 
cit. However, undue manipulation of the spi- 
nal cord or cauda equina or attempts to trans- 
pose the actual position of the cord or cauda 
will usually result in an aggravation of the 
patient’s disability. 

Meningoceles represent a more extensive 
derangement of the mesodermal tissues than 
the conditions discussed above, and myelo- 
meningoceles represent the most extensive de- 
rangement which has gone on to involve the 
neural ectoderm as well. A meningocele is dis- 
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tinguished from a myelomeningocele by the 
absence of neural tissue within the sac. This 
distinction is often difficult to make clinically. 
If the patient has no neurologic deficit. and / or 
if no neural tissue is demonstrable on trans- 
illumination of the sac, a presumptive diagno- 
sis of meningocele can be made. Direct inspec- 
tion of the contents of the cyst at the time of 
operation substantiates the diagnosis: however. 
even in those cases in which no neurelogic 
disturbance is present and no neural elements 
are found at the time of operation, pathologic 
examination will occasionally reveal the pres- 
ence of neural tissue in the excised specimen. 
Meningoceles which are prominent and sub- 
ject to frequent trauma and those which have 
only a thin covering that is likely to rupture 
with subsequent danger of infection and men- 
ingitis should be repaired surgically. Whether 
a flat meningocele covered with healthy skin 
should be excised is open to some question. 
Since it is my impression that some neurologic 
difficulty eventually develops in most children 
who have a meningocele, | believe that sur- 
gical repair should be carried out at a rela- 
tively early age. At the time of operation, 
great care should be taken to avoid the re- 
moval of any neural tissue, usually a portion 
of the cauda equina, under the assumption 
that it is part of the meningocele. The sac 
always should be opened and its contents thor- 
oughly investigated before its neck is divided 
and closed. If any nerves are found, they 
should be carefully freed and replaced in the 
thecal canal before the sac is ligated. 
Immediate operation is rarely indicated. 
Even if the sac ruptures and drains, the child 
can be protected with antibiotics, and with 
reasonable care the majority of lesions will 
become sealed off, which will eliminate the 
necessity of surgical repair under unfavorable 
conditions. There are several excellent reasons 
for a period of observation before operation 
is undertaken. Many of these lesions are super- 
ficially infected within a matter of hours after 
birth, and repair in the presence of infection 
is obviously contraindicated. Frequently, there 
is not enough healthy skin available early to 
make an adequate closure following excision 
of the defect. As the child grows, more ade- 
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quate toughened skin will become available 
and make a satisfactory closure without ten- 
sion possible. 

Many of the infants have an associated 
Arnold-Chiari malformation, which can result 
in hydrocephalus. There are several reasons 
for the surgeon to be aware of an abnormal 
rate of increase in head size before an attempt 
is made to repair the meningocele. First, the 
presence of an associated hydrocephalus 
makes for a definitely poorer prognosis both 
as to life and function. Second, a decision 
must be made as to whether the hydrocephalus 
is to be treated and, if so, the mode of treat- 
ment and its relationship in time to a repair 
of the meningocele must also be considered. 
Third, it is important that both the parents 
and the physician are aware of the presence 
of hydrocephalus before the meningocele is 
repaired. It is fairly well established that the 
hydrocephalus is related to the Arnold-Chiari 
malformation and not due to the removal of 
critical absorptive surface at the time of ex- 
cision of the meningocele. However, the par- 
ents are less likely to assume a false cause-and- 
effect relationship if they are cognizant of the 
difficulty prior to operation. 

The two usual indications for surgical treat- 
ment of a myelomeningocele are: (1) the re- 
moval of an unsightly mass which has a poor 
psychologic effect on the parents or which 
makes care of the child difficult, and (2) the 
repair of a thin-walled defect subject to rup- 
ture and subsequent infection. It is important 
that the parents have the nature of the defect 
explained to them from the beginning so that 
they do not expect functional recovery which 
cannot become a reality. It should be pointed 
out to them that this is a developmental fail- 
ure of a portion of the spinal cord, and that 
the paraplegia, deformities of the extremities. 
and sphincteral disturbances are a result of 
the absence of normal innervation. It should 
be clear to the parents and the physician that 
any operation is of a prophylactic nature and 
only carried out for one of the reasons previ- 
ously listed. A period of observation is as nec- 
essary in dealing with myelomeningoceles as 
with meningoceles. Since operation is always 
prophylactic and not curative, the surgeon 
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should be certain of his indications before 
proceeding. If the defect is flat and covered 
by healthy skin, operation is not indicated. 
The presence of a rapidly increasing hydro- 
cephalus associated with a myelomeningocele 
contraindicates operation except in unusual 
circumstances. 

When it becomes necessary for parents to 
care for a child with a meningocele or myelo- 
meningocele, certain simple instructions as to 
the care of the mass can be given by the phy- 
sician. The protruding deformity should be 
protected from direct pressure by a ring of 
either foam rubber or nonabsorbent cotton 
placed about it. The sac should be covered 
with a dry plastic film to protect its surface. 
and gently washed periodically with boric acid 
solution. The skin surrounding it should be 
kept clean with soap and water the same as 


the rest of the child’s body. If a superficial 
infection is already present, care in the hos- 
pital is often indicated until such time as the 
infection subsides. However, if the lesion is 
large and the treatment is to be protracted, 
the parents should be instructed in the appli- 
cation of saline compresses, and the local ap- 
plication of antibiotic preparations is indi- 
cated. With intelligent care by the parents 
under the guidance of a physician, most chil- 
dren can usually be carried along until such 
time as the optimal conditions for operation 
prevail. 
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ME NGSu Postgraduate Courses 


Aero MepicaL Association: 28th annual meeting, Den- 
ver, May 6-8, 1957, at the Shirley Savoy Hotel. The 
American Board of Preventive Medicine will conduct 
examinations for certification in aviation medicine, May 
3-5. Special events include the third Louis H. Bauer 
Lecture and presentation of the Lyster, Longacre and 
Tuttle Awards and a new aeromedical medal sponsored 
by Chas. Pfizer & Co., Inc. Dr. E. J. Baldes, Mayo Clinic, 
Rochester, Minnesota, is chairman of the scientific pro- 
gram committee. 


AMERICAN COLLEGE OF CHEst PHysiciANs: Postgraduate 
courses, 1957: Mark Hopkins Hotel, San Francisco, 
February 25-March 1. 

Bellevue-Stratford Hotel, Philadelphia, April 1-5. 
Tuition for each course is $75.00. For additional infor- 
mation write to: Executive Director, American College 
of Chest Physicians, 112 East Chestnut Street, Chicago 11. 


INTERNATIONAL ACADEMY OF ProctoLocy: Annual con- 
test for the best unpublished contribution on proctology 
or allied subjects. The award, $100.00 and a certificate 
of merit, will be presented May 2, 1957, at The Plaza 
Hotel, New York. Entries, limited to 5000 words, type- 
written in English and submitted in five copies by Feb- 
ruary 1, 1957, should be addressed to the International 
Academy of Proctology, 147-41 Sanford Avenue, Flush- 
ing, New York. 


Mepicat Motion Picture WorksHop, THE CaLvin Com- 
PANY, Kansas City, Missourt: February 4-6, 1957 (with 
an additional, optional session February 7 at the Uni- 
versity of Kansas Medical Center, Kansas City, Kan- 
sas). This workshop, the first of its kind in the United 
States, was planned in cooperation with the Medical II- 
lustration Division of the Veterans Administration and 
audiovisual directors of national medical societies. It 
was developed specifically for medical film producers 
and medical audiovisual personnel for the purpose of 
providing information on the use and value of films in 
the various fields of medicine, surgery and dentistry. 
Calvin workshop material will be presented by company 
staff members. Guest speakers will include outstanding 
medical film producers and authorities. Registration is 
open to all interested persons, with first consideration to 
those registering through national medical societies. Fur- 
ther information may be obtained from: The Calvin 
Company, 1105 Truman Road, Kansas City 6, Missouri. 


University oF Minnesota, MINNEAPOLIS: Courses to be 

presented at the Center for Continuation Study, 1957: 
Urology for general physicians, January 3-5 
Dermatology for general physicians, January 7-9 
Emergency surgery for general physicians, January 
31-February 2 

For further information write to: Director, Department 

of Continuation Medical Education, 1342 Mayo Memo- 

rial Building, University of Minnesota, Minneapolis 14. 
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Foreign Bodies in the 
Air and Food Passages 


PAUL H. HOLINGER AND KENNETH C. JOHNSTON* 


University of Illinois College of Medicine, Chicago 


@vestions concerning the management of 
foreign bodies in the air and food passages 
must be answered daily by pediatricians and 
general practitioners. The accidental swallow- 
ing of an inedible object and the choking sen- 
sation associated with the aspiration of a 
food particle are so common that the signifi- 
cance of any specific episode might easily be 
misunderstood. That serious sequelae and even 
death may follow such an accident is readily 
apparent when respiratory obstruction or 
esophageal perforation is imminent; but the 
fact that there may be a total lack of symp- 
toms, even though a foreign body may be in 
a dangerous area, is not always appreciated. 

Foreign-body accidents usually follow a 
fairly characteristic pattern. Coughing, chok- 
ing, gagging and wheezing indicate the initial 
phase of the accident. This may be followed 
by a symptomless interval during which the 
object becomes fixed in the bronchus or esoph- 
agus. The third stage of the symptoms may 


*Department of Otolaryngology, University of Illinois College of 
Medicine; Children’s Memorial Hospital and St. Luke's Hospital, 
Chicago, Illinois. 
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appear only days or weeks later, as complica- 
tions develop to direct attention again to the 
foreign body. Certain more specific symptoms 
depend on the location of the foreign body. 
Hoarseness, cough and dyspnea result if the 
object is in the larynx. These same symptoms, 
however, may be present if a large foreign 
body lodges in the cervical esophagus, caus- 
ing tracheal compression and an overflow of 
saliva into the larynx. Foreign bodies in the 
trachea produce an extreme wheeze and dysp- 
nea, giving findings of bilateral pulmonary 


619 


t 
F 
0 
7 
2 
| 


FIGURE 1, Typical foreign-body accident: a toy airplane 
in the cervical esophagus of a two year old child. 


obstruction. If the object is loose in the tra- 
chea, it rattles up and down with respiration, 
hitting the carina on inspiration and the larynx 
with a painful slap during the succeeding 


cough or expiration. In the bronchi an object 


may cause the classic symptoms of an asth- 
matic wheeze, obstructive emphysema or ate- 
lectasis, depending on the degree of obstruc- 
tion. In the event of a foreign body in the 
esophagus the most constant symptom is diffi- 
culty in swallowing or complete inability to 
swallow: in some cases the pain of swallow- 
ing is second in importance only to dysphagia. 

In most cases of foreign-body aspiration or 
ingestion, the patient is seen during the acute 
episode of symptoms immediately after the 
object has been swallowed or aspirated. A 
thorough search to determine its location 
should be begun; the history should not be 
ignored even though the symptoms subside 
temporarily. 

While almost any small object may find its 
way into a child’s air or food passage (figure 
1), certain foreign bodies are seen most fre- 
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quently in rather definite sequences of clini- 
cal events. Safety pins, nuts and coins are the 
foreign bodies most frequently found in in- 
fants and children; safety pins are seen in the 
pharynx, esophagus or bronchus of children 
of any age, but the usual site is the esophagus 
of an infant 7 to 14 months old. During this 
diaper age safety pins are readily available, 
and the infant, who is just learning co-ordi- 
nated movements, brings the hand investigat- 
ing the object to his mouth, and thus swal- 
lows the pin. The surprising frequency with 
which a pin falls into the crying, open mouth 
of an infant from the dress of its mother, 
where it has been loosely inserted for a mo- 
ment as the mother changes a diaper, bears 
mention. Another common accident is that 
which occurs when a two or three year old 
child “feeds” a younger sibling a safety pin. 
In any case, from the standpoint of prophy- 
laxis, the closing of all safety pins should be 
stressed, since closed pins rarely require re- 
moval; the problems are almost invariably 
those caused by open safety pins. It is a fal- 
lacy to consider the insertion of the point 
branch into a bar of soap a substitute for safe 
handling of a open pin. 

Nuts and other vegetable matter in the 
bronchi constitute an even larger problem in 
actual number of foreign bodies involved. 
Such accidents occur in infants and children 
of a slightly older age group than do safety pin 
incidents—most commonly in children be- 
tween one and three years of age. Nuts are 
given to the child in candy, cake icing, cook- 
ies or as salted nuts. As partly chewed, ir- 
regular particles in the back of the throat the 
nuts initiate coughing, and aspiration occurs 
during the inspiration of the coughing epi- 
sode. Particles of raw carrots and crisp bacon 
are other common foreign bodies of this char- 
acter, and surprisingly often these foods ap- 
pear on diet lists prepared by pediatricians 
for infants. The lack of molar teeth accounts 
for the child’s inability to chew this type of 
food properly. A history of severe coughing 
and wheezing usually typifies this foreign-body 
accident. The fact that symptoms subside in a 
few hours does not mean that the object has 
been coughed out; rather, it indicates that the 
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FicuRE 2. Films of a two 
and a half year old child 
who choked while eating 
peanuts. The inspiration 
film (/eft) shows an appar- 
ently normal chest. The 
expiration film (right) dem- 
onstrates obstructive emphy- 
sema of the right lung. 


local reflexes have become fatigued and a 
symptomless interval has followed the initial. 
severe symptoms. Persistence of a wheeze or 
a suppression of breath sounds localizes the 
foreign body within the bronchus: inspiration 
and expiration films showing obstructive em- 
physema confirm its presence (figure 2). 
Coins and other disklike objects (figure 3), 
such as buttons or washers, constitute the 
third large group of foreign bodies that chil- 
dren swallow. Pennies and nickels are the 
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most common. Dimes generally reach the 
stomach and are passed by bowel without in- 
cident. More rarely. quarters are an endo- 
scopic problem, because a small child generally 
is not given this coin and older children are 
less likely to insert coins in their mouths. Oc- 
casionally two or three pennies or a_ nickel 
and a penny are swallowed together and they 
superimpose themselves to appear as one coin 
in the anteroposterior projection x-ray. Con- 
sequently, a carefully made lateral film is 


FIGURE 3. Usual location of 
a coin or disk foreign body 
in the cervical esophagus. 
The lateral view is essential 
since occasionally several 
coins are stacked one 
another and appear as a 
single coin in the postero- 
anterior view. 


62) 


Bid 
— 
‘ 
a 
| 


necessary to detect this possibility. Esophageal 
foreign bodies are found most frequently in 
the cervical esophagus at a point of normal 
narrowing. The strong pharyngeal muscles 
force the object to this point from which the 
weaker esophageal musculature cannot con- 
tinue its progress. If foreign bodies lodge else- 
where in the esophagus, or if the child with an 
esophageal foreign body has been considered 
to be a “feeding problem,” fluoroscopic studies 
of the esophagus should be made after the 
object has been removed to search for an 
esophageal stricture. Such previously unde- 
tected congenital lesions are often found re- 
sponsible for foreign-body accidents. 

While safety pins and coins are the objects 
most frequently encountered as foreign bodies 
in the esophagus, vegetable foreign bodies 
constitute the most common intrabronchial 
problem. Hardware such as tacks, nails or 
screws and parts of metal or plastic toys com- 
prise the majority of the remaining bronchial 
foreign-body problems. Deciduous teeth as- 
pirated during a general anesthetic are seri- 
ous but, fortunately, rare foreign bodies. 


Diagnosis 


To establish the diagnosis of a foreign body 
in the air or food passages one must carefully 
evaluate the history, the symptoms and the 
physical and roentgenographic studies, and 
then confirm or refute the diagnosis by en- 
doscopic examination. A positive history of 
choking or gagging, or the statement of the 
patient, no matter how young he may be, that 
he has swallowed something must never be 
ignored. Recently a two year old boy was 
brought to the hospital by his mother because 
he said he had “swallowed a marble.” He was 
symptom-free, but there was an absence of 
breath sounds over the right chest. Fluoroscopy 
showed a ball bearing in the right bronchus. 
To disregard the child’s statement because of 
his age and lack of symptoms would have 
meant a delay in removal which might have 
resulted in atelectasis, suppurative pneumoni- 
tis and bronchiectasis. Yet no matter how 
strongly one relies on a positive history to 
lead to a diagnosis of foreign body, a nega- 
tive history is valueless or misleading. This 
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is particularly true of infants who may aspirate 
or swallow an object while unobserved. 

A study of the symptoms and physical find- 
ings not only aids in establishing the presence 
or absence of a foreign body, but also gives 
an accurate indication of its location. Next, 
and of equal importance, is the x-ray exami- 
nation. This should consist of more than the 
interpretation of one film. It should include 
a complete roentgenographic study of the pa- 
tient with fluoroscopy, anteroposterior films, 
lateral films, comparisons of inspiration and 
expiration, and overexposed film. 

Finally, endoscopy must be considered not 
only from the standpoint of therapy (removal 
of the foreign body) but also as a diagnostic 
procedure when the other examinations are 
inconclusive. Finding a peanut in the bron- 
chus of a child who has a negative foreign- 
body history but an “unresolved pneumonia” 
of unknown etiology is a common example of 
the important diagnostic phase of the endo- 
scopic procedure in foreign-body work. 


Treatment 


The treatment of foreign bodies in the air 
or food passages consists of their reasonably 
prompt removal under conditions which will 
insure the maximum safety and minimum 
trauma to the patient. For some reason, for- 
eign-body accidents are often classified as 
urgent emergencies, leading to hasty, inade- 
quate study and poorly prepared, improper 
attempts at removal. It may be stated that un- 
less actual or potential respiratory obstruc- 
tion is present, a foreign-body problem is not 
a true emergency. True emergencies exist only 
when a foreign body is lodged in the larynx 
or trachea, or when a large object is in the 
cervical esophagus and compressing the tra- 
chea. A bean or kernel of corn in the trachea 
or bronchus falls into this category, since it 
begins to swell as it absorbs the moisture of 
the surrounding tissues. A marble or a jack- 
stone in the esophagus is usually an urgent 
emergency, since they cause respiratory ob- 
struction because of compression of the tra- 
chea. Other foreign-body problems may be 
studied without the pressure of considering 
immediate endoscopy, and the procedure of 
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bronchoscopic or esophagoscopic removal may 
be scheduled for a time when proper person- 
nel are available, instruments are checked and 
technics have been tested. Adequate instru- 
mentation is essential, and failure to remove 
a foreign body or the loss of a patient can 
never be excused or justified by the lack of 
proper equipment. In addition, the endoscop- 
ist must have a thorough understanding of 
the fundamental principles of the mechanical 
problems of foreign-body extractions; without 
such knowledge foreign-body removal should 
not be attempted because of its many pitfalls. 

Obviously only certain generalizations may 
be mentioned in regard to operative proce- 
dures. No patient should be operated on with 
makeshift instruments. The biplane fluoro- 
scope is indispensable in some cases and, if 
available, may be used whenever there is any 
indication that it might be of assistance. In 
most instances anesthesia is not used for en- 
doscopy in children, although exceptions may 
be made in extremely uncooperative children: 
however, the most serious emergencies arise 
during the procedures carried out under gen- 
eral anesthesia. These are due to pulmonary 
suppuration or respiratory obstruction pro- 
duced by the foreign body or, if the foreign 
body is in the esophagus, by the pressure of 
the esophagoscope against the trachea. In only 
the rarest exceptions, less than 1 per cent. 
should it be necessary to consider external 
surgical procedures, such as thoracotomy, lo- 
bectomy, bronchotomy or mediastinotomy, for 
the removal of a foreign body. 

The management of complications caused 
by foreign bodies or their extraction presents 
many serious problems. Laryngitis, produced 
either by the foreign body or by attempts at 
removal, is best treated by placing the child 
in a “steam room” at once, without waiting 
for signs of obstruction. Such treatment is in- 
dicated if the laryngoscopy demonstrated evi- 
dence of laryngeal edema, or if the broncho- 
scope met resistance in its passage through 
the larynx. The repetition of any endoscopic 
procedure following an unsuccessful attempt 
at removal should be avoided until all laryn- 
geal symptoms which may have been present 
disappear completely. Severe respiratory ob- 


December 1956 


struction is an exception to this rule. 

Antibiotics are not used after the uncom- 
plicated removal of a foreign body. However, 
if any complications occur, antibiotics are of 
definite value and are used routinely in cases 
of suspected esophageal perforation or pul- 
monary infection. It must be remembered that 
antibiotics are no substitute for surgical drain- 
age, and in cases of bronchial obstruction un- 
relieved by the foreign-body extraction there 
should be no hesitation in reaspirating a 
drowned lung. 

Foreign bodies that reach the stomach will 
almost invariably pass through the gastro- 
intestinal tract without difficulty if the child 
is given his regular diet without extra “rough- 
age” and without cathartics. Under these con- 
ditions the normal bowel contents carry the 
object along with an almost negligible danger 
of obstruction or perforation; roughage and 
cathartics increase bowel activity, so that per- 
foration or intussusception is more likely to 
occur. While the great majority of foreign 
bodies that have reached the stomach will 
pass without complications, their position and 
progress should be observed radiologically by 
films or brief fluoroscopy every second day 
until they pass. If the object moves through 
the intestine, it is safe to be conservative and 
allow it to continue its advance. If it becomes 
stationary and remains in one position for as 
long as a week, surgical removal should be 
considered. 

Foreign bodies that remain loose in the 
stomach for a long time are generally of lit- 
tle concern unless they are unusually large. 
Such objects as bobby pins or needles enter 
the stomach easily on their long axis, but in 
small children under two years of age these 
objects have difficulty passing through the 
turns of the duoderium. Bobby pins may be 
removed from the stomach or duodenum with 
magnets under fluoroscopic guidance. Fre- 
quently foreign bodies thought to be in the 
stomach from their position on the x-ray pic- 
ture or even the fluoroscopic screen are sub- 
sequently demonstrated to be behind it when 
a lateral film is made or when the patient is 
given a small quantity of barium. This is par- 
ticularly true of bobby pins. Since they may 
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cause perforation of the duodenum, they 
should be removed if serial x-ray films dem- 
onstrate that they are stationary. Such removal 
can be accomplished by having the child 
swallow a small magnet on a string. After 12 
to 24 hours the magnet attaches itself to the 
bobby pin, and usually the pin can be brought 
back into the stomach on the magnet and the 
magnet and pin extracted through the mouth. 
Most foreign bodies can be removed from 
the air and food passages without serious com- 
plications. Morbidity and mortality generally 
result from failure of early diagnosis. Compli- 
cations developing after endoscopic attempts 
at removal, whether successful or not, are 
most often due to inadequate instrumenta- 
tion, failure to recognize the mechanical prob- 
lem of extraction or understand its solution, 
or too zealous and early a repeat attempt fol- 
lowing previously unsuccessful endoscopy. 


Summary and Conclusions 


Foreign bodies in the air and food passages 
constitute a constant pediatric problem. They 
may be responsible for severe. acute respira- 
tory obstruction or they may produce only 
minimal symptoms that progress so slowly the 
foreign-body incident is not realized. Usually, 
a positive history of aspirating or swallowing 
a foreign object can be obtained: a nega- 
tive history is valueless or misleading. The dis- 
appearance of symptoms is no indication that 
the accident needs no further investigation—a 
symptomless interval usually follows the severe 
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initial symptoms. Both stethoscopic and roent- 
genographic examinations are necessary to de- 
termine the presence and location of an as- 
pirated foreign body. A history of prolonged 
feeding time, a “feeding problem” child, and 
previous similar episodes suggests esophageal 
stenosis. Foreign bodies in the stomach and 
intestines generally pass without incident if 
the child continues his normal diet. Fluoro- 
scopic observation of progress should consider 
irradiation dosage. Bobby pins in the stomach 
present a special problem in small children 
and can be removed perorally by magnets. 

The initial symptoms of a foreign body in 
the air or food passage are coughing. gag- 
ging, choking and wheezing. These are fol- 
lowed by a symptomless interval, when the 
object becomes fixed in the bronchus or esoph- 
agus: finally, if not extracted, the symptoms of 
complications develop (atelectasis, esophageal 
obstruction, infection, hemorrhage, etc.). 

Diagnosis depends on the history, physical 
findings, radiologic study and endoscopic ex- 
amination. Overlooked foreign bodies are 
often responsible for extensive pulmonary or 
esophageal pathology, and will be discovered 
only by endoscopic investigation. Foreign- 
body problems are acute emergencies only if 
respiratory obstruction is present or pending. 

The treatment of foreign bodies in the air 
and food passages consists of endoscopic re- 
moval under visual or fluoroscopic guidance 
by an endoscopic team with adequate instru- 
mentation. 
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The Chronically Congested Nose 


LELAND G. HUNNICUTT 


Pasadena, California 


Tue chronically con- 
gested nose is a very 
common complaint, but 

it is also one of the 
most difficult condi- 
tions to treat. It seems 

to appear more fre- 
quently among the so- 
called civilized peoples 

in contrast to those ; 
who eat less refined 
foods and live a less 
intense existence. 
Through observation of the chronically con- 
gested nose, one may perceive clues that will 
aid in offering relief to the patient. 


LELAND G. 
HUNNICUTT 


Observations on the Normal Nose 


Civilization has two “attributes” which con- 
tribute to a congested nose—the handkerchief 
and nose medication. Use of the handkerchief 
leads to excessive nose blowing which injures 
the nasal mucosa. The normal nose, blown 10 
times into a clean white handkerchief, will pro- 
duce spots of blood. This means that a break 
has occurred in the continuity of the surface 
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of the mucous membrane. This injury, while 
healing, will result in congestion, excess mu- 
cus, crusts and postnasal drip. For two or 
three nights the nose will be stuffy and there 
will be an urge to blow it because of the con- 
gestion and accumulation of mucus. About 
three or four days are required for the mem- 
brane to heal, but, if the desire to blow is 
acceded to, the healing will be delayed. 

The use of a vasoconstrictor in a normal 
nose several times in one day will cause 
periods of congestion, excess lubricating mu- 
cus, and postnasal drip. The physiology of the 
nose is such that the airway ordinarily is open 
most of the time, and there is just enough mu- 
cus to create a mucous blanket without an ex- 
cess to cause postnasal drip. The balance of 
this mechanism may be upset for several days 
following the use of a vasoconstrictor. 

It may be well at this point to examine the 
inside of the nose, to see what it looks like, to 
see how it works, and to find out what part of 
the nose is responsible for maintaining a free 
airway or for blocking the airway. The lining 
of the nose is formed from the ectoderm. In 
the roof, the epithelium acquires olfactory 
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FIGURE 1. Section showing turbinates and beginning 
sinuses in an eight month old fetus: (1) inferior turbi- 
nate, key structure in a chronically congested nose, (2) 
middle turbinate, (3) superior turbinate, (4) maxillary 
sinus, (5) ethmoid sinus and (6) olfactory membrane. 
The remainder of the nasal lining is respiratory tissue. 
x 6. 


FIGURE 2. Section of an adult nose (patient was about 
75 years old). Turbinates: (1) inferior, (2) middle and 
(3) superior. Sinuses: (4) maxillary and (5) ethmoid. 
(6) Olfactory membrane; (7) site of clamping of in- 
ferior turbinate for relief of chronic enlargement. x 3. 


FIGURE 3. Mucosa of inferior turbinate in an elderly 
person showing epithelium, hyalinization of basement 
membrane, vascular space and gland. x 300. 


FIGURE 4, Chronic turbinitis, showing much fibrosis and 
cellular infiltration throughout. Lymphocytes and plasma 
cells predominate. The epithelium is intact and the base- 
ment membrane is thickened. x 300. 


FIGURE 5. Chronically inflamed turbinate in a_ patient 
with allergy. There is dense infiltration of leukocytes, 
mostly eosinophils, in a fibrotic bed. There is also hyper- 
plasia of glands, with almost total disappearance of 
epithelium. Heavy hyalinization of basement membrane 
cuts off nutrition to the epithelium. x 250. 
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FIGURE 6. Normal olfactory mucous membrane of mon- 
key: (1) olfactory epithelium which contains olfactory 
nerve cell bodies; (2) olfactory nerve. x 160. 


FIGURE 7. Olfactory mucous membrane of monkey 24 
hours after instillation for one minute of a solution of 
1 per cent zine sulfate. (1) The olfactory epithelium and 
cell bodies were destroyed. Since a nerve cannot regen- 
erate when the cell body is destroyed, loss of sense of 
smell results; (2) marked inflammatory reaction with 
cellular infiltration; (3) normal olfactory nerve. x 200. 
In a similar experiment on dogs, central degeneration 
of the olfactory nerve tract was noted by the seventh day 
after treatment. 


FIGURE 8. Normal inferior turbinate of monkey: (1) 
vascular space, (2) gland and (3) epithelium with gob- 
let cells. x 160. 


FIGURE 9. Inferior turbinate of monkey to which a solu- 
tion of 1 per cent zine sulfate has been applied. The 
only noticeable effect was (1) a slight disorganization 
of epithelium and disappearance of goblet cells. In con- 
trast to the olfactory membrane, the respiratory mucous 
membrane is much more resistant to irritants. x 160. 


FIGURE 10. Section of tissue from nose of a mouse which 
was treated on one side with a solution of 1 per cent 
zine sulfate: (1) loss of olfactory epithelium along with 
olfactory nerve cell body; (2) normal olfactory mucous 
membrane; (3) nasal septum; (4) edematous tunica 
propria layer containing olfactory nerve bundles. x 160. 


i 
10 


characteristics as the epithelial cells are con- 
verted into nerve cells. There is a hairlike pro- 
jection from the surface which becomes a sen- 
sory nerve ending. Another hairlike projection 
grows inward to connect with the olfactory 
lobe of the brain. This system transmits odors 
to the brain for analysis. The rest of the ecto- 
dermal nasal lining becomes a _ respiratory 
epithelium. This has a surface of waving cilia 
bathed in a mucus which creates a stream that 
carries all foreign material entering the nose 
during respiration to the back of the nose. 

Turbinates form shelving projections from 
the lateral walls. The inferior turbinate is filled 
with vascular spaces that can quickly fill with 
blood, resulting in narrowing or complete 
blocking of the nasal passage. This protective 
mechanism comes into play especially when 
a dry spot appears on the normally moist 
mucosa. 

The normal turbinates in an eight month 
old fetus are shown in microscopic section in 
figure 1, which also demonstrates the begin- 
ning sinuses. Note particularly the inferior 
turbinate which performs the most important 
role in maintaining a clear airway. 

Figure 2 illustrates in cross section the three 
turbinates and the sinuses of an adult nose, 
while figure 3 shows a normal inferior turbi- 
nate in an elderly person. The pseudostratified 
columnar ciliated epithelium contains some 
goblet cells. The basement membrane is quite 
thick but is normal for the age of the person. 

In figure 4, which shows an instance of 
chronic turbinitis, the epithelium is intact but 
there is moderate cellular infiltration with a 
predominance of plasma cells and some fibrosis. 

A case involving an inferior turbinate af- 
fected by allergy is illustrated by figure 5. 
There is marked cellular infiltration with fre- 
quent eosinophils. Hyalinization of the base- 
ment membrane has interfered with nutrition 
to the epithelium, resulting in a fragile epithe- 
lium which is easily brushed off. The mucous 
glands show increased activity. 


Nasal Medications 


Since many different drugs are used to re- 
lieve nasal congestion, we should know how 
they act, and what ill effects. if any, may re- 
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sult from either their use or overuse. 

It should be recognized that medication can 
cause irreparable damage to the olfactory epi- 
thelium, while the respiratory epithelium—a 
much tougher structure—may be only slightly 
irritated. When olfactory epithelium is de- 
stroyed, the olfactory nerve cell body also is 
destroyed, and the nerve does not regenerate. 
This means a permanent loss of the sense of 
smell. When a solution of 1 per cent zine sul- 
fate was used in the noses of three different 
types of experimental animals—dogs, mon- 
keys and mice—the results were the same in 
all three (figures 6 to 10). There was destruc- 
tion of the olfactory epithelium and only slight- 
ly irritated respiratory epithelium. 

These experiments using zine sulfate pro- 
vide evidence that the inferior turbinate can 
withstand rather harsh treatment, when a 
chronically congested nose may require such 
measures. It was demonstrated clearly, how- 
ever, that the olfactory membrane must not 
be subjected to harsh treatment. Experiments 
were performed on mice, using about three 
dozen different drugs, administered from one 
to six times a day for 10 days. In most cases 
an inflammatory reaction was observed which 
varied with the drug used, the number of ap- 
plications, and the individual animal. In gen- 
eral, the vasoconstrictor producing the most 
lasting effect also caused the most inflamma- 
tion. This effect was interpreted as resulting 
from the more prolonged shutoff of normal 
circulation which, in turn, permitted toxic 
catabolic products to accumulate. This inter- 
pretation further suggests that overmedication 
may cause chronic nasal congestion by initiat- 
ing a noninfectious inflammatory reaction. 

A good example of a satisfactory vasocon- 
strictor is ISOPHRIN®, buffered NEO-SYNEPH- 
RINE®, Yet, even this drug causes a marked 
inflammatory reaciion in some mice, as indi- 
cated in figure 11. 

ARGYROL® was formerly popular for treating 
both acute and chronic nasal conditions, until 
it was found that the Argyrol pack resulted in 
the collection of large quantities of mucus. 
Figure 12 shows a purulent frontal sinusitis 
with distended goblet cells in the respiratory 
epithelium in a mouse following the adminis- 
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FIGURE 11. Section of frontal sinus duct of a mouse 
showing pus following the administration of a vasocon- 
strictor three times a day for 10 days. x 200. 


tration of a 10 per cent solution of Argyrol 
nose drops three times a day for 10 days. 
Purulent bronchitis developed in the same 
mouse, as shown in figure 13, demonstrating 
the relationship between upper and lower re- 
spiratory tract involvement. 


Treatment 


The first step in treating chronic nasal con- 
gestion is to determine whether any allergic 
condition is involved. If any sensitivities are 
found, either the contacts must be eliminated 
or desensitization procedures carried out. Ad- 
ministration of antihistamines is generally in- 
effective in cases of simple chronic congestion 
without accompanying typical symptoms of 
hay fever. Any benefit derived from the use 
of antihistamines is usually only temporary. 

When vasomotor instability is present, the 
patient is usually of unstable temperament. 
tense and worried. These characteristics are 
manifested through a tendency toward nasal 
congestion, and in such cases it is necessary 
to attempt correction of the underlying fac- 
tors which precipitate tension. 

Any instance of disturbed normal physio- 
logic function, whether owing to a glandular 
imbalance, gastrointestinal disorder, pregnan- 
cy or blood dyscrasia, must at times be con- 


December 1956 


FIGURE 12. (1) Pus in frontal sinus of a mouse follow- 
ing administration by drops of a solution of Argyrol 
three times a day for 10 days; (2) very active goblet 


cells. x 200. 


FIGURE 13. (1) Pus in bronchus of mouse following ad- 
ministration by drops of a solution of 10 per cent Argyrol 
three times a day for 10 days; (2) goblet cells of re- 
spiratory epithelium are very active. Mice normally have 
large amounts of lymphoid tissue around the bronchi. 
x 175. 


sidered the cause of chronic nasal congestion. 
The rauwolfia group of drugs, which are being 
used for treatment of hypertension, cause nasal 
congestion in most patients and there is no 


treatment that offers lasting help in such cases. 
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Zine ionization on the inferior turbinate 
and the lower part of the septum reduces mu- 
cosal sensitivity, but care must be taken not to 
touch the olfactory area in the upper part of 
the nose. I use a current of 714 ma and a solu- 
tion of 1 per cent zinc sulfate soaked on cot- 
ton. The current is left on for five minutes for 
each side of the nose. There is a marked after- 
irritation which is relieved by aspirin or EM- 
PIRIN® compound with codeine. Any benefits 
derived from the treatment are evident within 
two or three days. 

Another method of treatment which helps 
some patients is to paint a strip the length of 
the inferior turbinate with pure phenol. Re- 
sults are probably due to desensitization of 
the surface nerves. 

When first used, cortisone preparations 
seemed to offer dramatic relief of chronic con- 
gestion in cases of nasal allergy and vaso- 
motor rhinitis. However, any benefit obtained 
has proved to be only temporary. 

If other local treatment does not relieve the 
congestion, crushing the inferior turbinates 
(figure 2) from front to back as near to their 
attachment as possible is helpful to many pa- 
tients. The technic employed is the same as 
that used to stop a postnasal hemorrhage com- 
ing from the inferior turbinate branch of the 
sphenopalatine artery. This procedure, which 
is never harmful and can be repeated, com- 
prises wiping the entire area above and below 
the inferior turbinate with a saturated solution 
of cocaine. Following this, about 1 cc. of 1 
per cent XYLOCAINE® or NOVOCAIN® is injected 
into the inferior turbinate on the edge of the 
mucous membrane. A curved clamp without 
teeth and with blades long enough to include 
the entire length of the turbinate is placed so 
that its convex edge lies along the attachment 
of the turbinate. The clamp is closed tightly on 
the turbinate and left in position for three or 
four minutes. The turbinate will shrivel and 
appear too small for the space, but within a 
few hours it will fill with blood and return to 
normal appearance. In a few days, after heal- 
ing is complete, the nose will be clearer and 
vasomotor instability will either be improved 
or have disappeared entirely. 

In the case of children with chronic nasal 
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congestion, rest is of basic importance and 
should precede investigation for allergy or 
local treatment. The following typed instruc- 
tions are given to the mother: 

“Every night for one week, put the child to 
bed and serve his supper on a tray. He may 
sit up in bed until his regular bedtime. 

“If the child’s feet are cold, give him a hot- 
water bottle. This will help him to rest well 
and help to keep his nose clear. 

“He may listen to the radio but should not 
watch television, which tends to make children 
tense.” 

At the end of a week’s rest, the child is more 
relaxed, is eating better, and usually has less 
nasal congestion. If this regimen is started at 
the first sign of accumulative fatigue, it is usu- 
ally possible to avoid a cold. Frequent or pro- 
longed colds tend to cause chronic nasal con- 
gestion, and rest is one of the best preventive 
as well as curative measures for colds. If the 
child’s nose is so congested as to prevent his 
resting well, the administration of an aspirin. 
either alone or in combination with a 10 mg. 
capsule of Neo-synephrine will usually afford 
relief. If the child has a watery discharge which 
is not controlled by the Neo-synephrine, the 
administration by oral route of 10 drops of 
an aqueous solution of equal parts of Trs. 
aconite, belladonna and opium will dry the 
nose and relax the child. This medication 
should, of course, be used only occasionally. 

Vitamin C, in doses up to 500 mg. twice a 
day, is of value in some cases of chronic nasal 
congestion. It apparently helps to prevent fluid 
collection in the interstitial spaces. Synthetic 
vitamin A, 25.000 units administered orally, 
is sometimes used, the rationale being that 
tissues of ectodermal origin are dependent on 
adequate supplies of vitamin A for proper 
functioning. 

Experience has shown that the majority of 
patients with chronic nasal congestion obtain 
relief if they avoid excessive blowing of the 
nose, as well as the regular use of nasal medi- 
cations. It has further been found that the 
period required for a nose to clear and breath- 
ing to return to normal is about four days. 
The key to clear nasal breathing is the proper 
control of the inferior turbinate. 
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Nonsurgical Abdominal Pain 


C. CLIFFORD JOHNSON 


Boise, Idaho 


Acute abdominal 
pain frequently consti- 
tutes a surgical emer- 
gency in which an im- 
mediate operation is a 
lifesaving measure. 
There is, however, a 
group of conditions 
that may produce the 
clinical appearance of 
an acute condition of 
the abdomen in which 
surgery is not neces- 
sary, and in which, in some cases, it may even 
be fatal. Acute medical and surgical emergen- 
cies may coexist and require the best diagnos- 
tic skill of both the internist and the surgeon. 
The simultaneous occurrence of an acute per- 
forating cholecystitis and a myocardial infare- 
tion is such an example. 

It is the intent of this paper to present evi- 
dence of certain medical conditions that may 
manifest themselves as acute surgical emer- 
gencies and in which medical care is indi- 
cated and surgery contraindicated. Several il- 
lustrative case histories of patients seen in 
private practice in the past four years are 
included. 


Cc. CLIFFORD 
JOHNSON 
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Acute Myocardial Infarction 


The patient was a 63 year old white woman 
who had had hypertension and an irritable 
colon for many years. On October 10, 1955, 
following the evening meal she had syncope. 
On regaining consciousness she vomited and 
complained of epigastric pain which lasted for 
approximately 30 minutes. She slept well that 
night, but the following morning while eating 
breakfast she again had severe, persistent epi- 
gastric pain associated with nausea and vom- 
iting. There was no radiation of pain and no 
evidence of shock. She was admitted to the 
hospital, at which time she was found to have 
a blood pressure of 160/90, a slow, regular 
pulse and strong heart tones. Her abdomen 
was slightly tender but there was no evidence 
of rebound tenderness or muscle spasm. The 
leukocyte count was 13,000 per cubic milli- 
meter, with 82 per cent neutrophils, 15 per 
cent lymphocytes and 3 per cent eosinophils. 
A urinalysis was negative. An electrocardio- 
gram showed an acute anterior myocardial 
infarction. 

Discussion—Although this patient presented 
the symptoms of an acute abdominal emer- 
gency, the physical findings did not support 
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such an interpretation. An electrocardiogram 
established the final diagnosis and the patient 
responded to proper medical care. Acute myo- 
cardial infarction does not always produce 
chest pain or dyspnea, as was demonstrated in 
this case. 


Diabetic Acidosis 


The patient was a 31 year old white woman 
who complained of nausea and vomiting. fol- 
lowed by distressing and persistent abdomi- 
nal pain. A few hours later she became semi- 
comatose. At the examination she appeared 
flushed and dehydrated. Her breathing was 
deep and stertorous, and her breath had a 
fruity odor. Her pulse was rapid. The abdo- 
men was mildly rigid and questionably tender 
to palpation, but there was no evidence of dis- 
tention. The leukocyte count was 17.500 per 
cubic millimeter, and the differential count 
showed a marked shift to the left. Urinalysis 
showed a 4 plus reaction for sugar and ace- 
tone. The blood sugar was 580 mg. per LOO 
cc. of blood. This patient responded to treat- 
ment for diabetic acidosis. 

Discussion—Diabetic acidosis constitutes a 
grave medical emergency. and _ withholding 
treatment for hours or even minutes may be 
fatal. Surgical interference. without knowing 
the patient is diabetic, is hazardous. Acute 
suppurative appendicitis also can precipitate 
acidosis in a diabetic, wherein both surgical 
and medical attention are mandatory. Correct- 
ly diagnosing such a condition requires a 
sound medical background and good clinical 
judgment. According to Joslin and associ- 
ates,’ the abdominal pain in a patient with 
diabetic acidosis may simulate appendicitis. 
or the converse may be true. These authori- 
ties also stated, “The syndrome of abdominal 
pain, vomiting. spasm of abdominal muscles 
and leukocytosis often associated with dia- 
betic acidosis may lead to a variety of sur- 
gical diagnoses.” It is believed that ketone 
substances in the blood stream’ and hypochlo- 
remia~ are responsible for the pain. A dis- 
tended stomach may be seen in diabetic acido- 
sis which can also produce a state of shock 
and epigastric pain mimicking an acute ab- 
dominal condition. 
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Acute Porphyria 


A 42 year old man was admitted to the hos- 
pital on July 12, 1955, with abdominal pain 
which had begun the preceding day. The pain 
was in the midabdomen, relatively mild at 
first and becoming progressively more severe 
until he could not remain quiet. It was per- 
sistent and generalized, with the greatest dis- 
comfort in the midabdomen and epigastrium, 
radiating to the back. He vomited once. The 
systemic review and past history were non- 
contributory. His family history revealed that 
for many years his father had had intermittent 
attacks of abdominal pain of unknown etiolo- 
gy which lasted several hours to three days. 

On physical examination the patient was in 
obvious pain and having great difficulty lying 
still. His blood pressure was 134/90. The ab- 
domen was soft, there were no masses and no 
rigidity. There was mild tenderness in the 
midabdomen and the right lower quadrant and 
a suggestive rebound over all the abdomen, 
but no point tenderness. Rectal examination 
was entirely negative. His temperature was 
100° F., the pulse was 70 and _ respirations 
were 20. The leukocyte count was 17.000 per 
cubic millimeter, with 77.5 per cent neutro- 
phils, 7 per cent lymphocytes, 6 per cent 
monocytes and 9 per cent staff cells. The 
serum amylase was 24 units. A roentgeno- 
gram of the upper intestinal tract on the day 
of admission was normal, except for spasm 
in the first and second portions of the duo- 
denum with a slowed emptying time of the 
stomach. A roentgenogram of the thorax was 
normal. On July 13 he was considerably im- 
proved but had mild tenderness over McBur- 
ney'’s area. The leukocyte count was 9,175 per 
cubic millimeter, with a normal differential 
count. The serologic test for syphilis was nega- 
tive and the electrocardiogram was normal. 

The patient was discharged from the hos- 
pital and remained in good health until No- 
vember 8, 1955, when he again began having 
progressively more severe generalized non- 
colicky abdominal pain associated with nau- 
sea and vomiting. He was seen in the hospital 
approximately 12 hours after the onset of his 
symptoms. He had passed only a small quan- 
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tity of urine in the preceding 24 hours. His 
face was flushed and he complained of ab- 
dominal pain, headache and pain in his back 
and legs. 

Results of the physical examination were 
normal, except for the abdomen. His blood 
pressure was 140/80. There was a grade 1 
tenderness throughout the abdomen, which in- 
creased in the right lower quadrant. There 
was no rigidity and no rebound. His tempera- 
ture was 98° F. The next morning he had a 
chill and a temperature of 102° F., followed 
by intermittent fever to 102.8° F. for three 
days. His pulse and respirations remained 
normal, except the rise related to the tem- 
perature elevation. The leukocyte count on ad- 
mission was 12,000 per cubic millimeter. with 
59.5 per cent neutrophils, 4 per cent lympho- 
cytes, 8.5 per cent monocytes and 23 per cent 
staff cells. Liver function as measured by thy- 
mol turbidity of the serum and total serum 
bilirubin was normal. The cephalin-cholesterol 
flocculation test was 3 plus in 24 and 48 hours. 
Agglutination tests for typhoid, paratyphoid 
and Brucella were negative. The serum sodi- 
um. chloride and carbon dioxide-combining 
powers were normal. The routine urinalysis 
was normal, but the Watson-Schwartz test for 
porphobilinogen was markedly positive. By 
November 14, when symptoms had subsided. 
the test for porphobilinogen was greatly re- 
duced and the leukocyte count was 5,350 per 
cubic millimeter, with a return to a normal 
differential count. The hemoglobin and eryth- 
rocyte count remained normal. Despite the 
fever and chills his pulse remained slow and 
regular. Five days after the onset of symp- 
toms the abdominal pain had subsided and he 
felt well. Treatment was symptomatic. 

Discussion—Acute porphyria, although rel- 
atively rare, is not always recognized and can 
be the cause of an unnecessary abdominal ex- 
ploration. The pain is variable, recurrent and 
severe, and may be persistent or colicky. gen- 
eralized or localized, and associated with 
fever, leukocytosis. nausea, vomiting and, fre- 
quently, neurologic symptoms and even psy- 
chosis.* Markowitz,’ reviewing the literature. 
found that of 69 patients with porphyria 32 
had had a total of 48 operations. The physical 
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findings usually are not in keeping with the 
evident pain and discomfort exhibited by the 
patient. There can be rebound tenderness with 
muscle spasm, and usually obstipation is pres- 
ent. The abdominal symptoms, according to 
Rentschler,” are thought to be due to involve- 
ment of the sympathetic ganglia and vagal 
nuclei. Electrolyte studies, as shown by Lin- 
der’ and Abrahams et al.,* may show a marked 
lowering of the serum sodium and chloride 
but a normal carbon dioxide-combining pow- 
er. The diagnosis depends on the porphobil- 
inogen in the urine demonstrated by a simple 
test described by Watson and Schwartz.” It 
can be performed in any laboratory in a few 
minutes time and should be utilized in every 
case in which there is abdominal pain. Robin- 
son et al." stated that 80 per cent of the pa- 
tients die within five years. 


Toxemia of Pregnancy 


The patient, a 40 year old white woman, 
gravida IIl, in the seventh month of preg- 
nancy was admitted to the hospital on Novem- 
ber 8, 1951. Approximately two hours prior 
to admission she had had the sudden onset of 
severe, persistent upper abdominal pain asso- 
ciated with vomiting. She was extremely rest- 
less. The pain radiated to both elbows. the 
back and the lumbar area, but not to the chest. 
The course of her pregnancy had been un- 
eventful until that time. 

The severity of the pain made physical ex- 
amination difficult. Her heart and lungs were 
essentially normal. The systolic blood pressure 
was 210/120. The uterus was enlarged to cor- 
respond to the stage of pregnancy. The upper 
portion of the abdomen was very tender to 
palpation, but there was no rigidity or re- 
bound and no costovertebral tenderness. Kde- 
ma of the leg was grade 3. Urinalysis showed 
pus and casts and a 4 plus albumin. The leu- 
kocyte count was 11,850 per cubic millimeter, 
with 83 per cent neutrophils, 11 per cent lym- 
phocytes, 3 per cent monocytes and 2 per cent 
staff cells. The hemoglobin was 12.5 gm. per 
100 ce. The blood urea nitrogen was 23 mg. 
per cubic centimeter of blood. The blood sugar 
was 72 mg. per 100 cc. of blood, nonprotein 
nitrogen was 49.2 mg. per 100 cc. of blood 
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and blood uric acid was 6.2 mg. per 100 ce. 
of blood. Her serum amylase was 267 units, 
and an electrocardiogram was normal. Urine 
tests for bile and porphobilinogen were nega- 
tive. An upright roentgenogram of the abdo- 
men was normal. Fight hours following her 
admission she had a convulsion which was 
controlled by sedation. She delivered a dead 
fetus one month later. 

Discussion—Severe abdominal pain in preg- 
nancy usually heralds the onset of eclamptic 
convulsion.'' However, the severity and per- 
sistence of the pain may encourage one who is 
unaware of such a condition to perform sur- 
gery. Such a procedure could be catastrophic 
to both the mother and child. The cause of 
abdominal pain in eclampsia is not entirely 
understood. The serum amylase of 267 was 
slightly above the normal for this laboratory 
but was not considered significant. 


Sickle Cell Crisis 


This case is presented from memory with- 
out benefit of the clinical abstract. The patient 
was a 23 year old Negro man admitted to the 
hospital because of severe colicky abdominal 
pains, nausea and vomiting. The pain was so 
severe that he could not lie still and the vomit- 
ing was persistent. There was evidence of ab- 
dominal rigidity and nonlocalized tenderness. 
The liver and spleen were palpable. His tem- 
perature was elevated, as was his leukocyte 
count. There was icterus, and a wet blood 
smear demonstrated marked sickling of the 
erythrocytes. This patient was seen by a sur- 
gical consultant; however, because of the 
marked sickling and the evidence of hemolysis 
it was felt this probably represented an acute 
sickle cell crisis rather than a condition re- 
quiring operation. The symptoms subsided 
spontaneously in approximately three days. 

Discussion—Margolies,’” in a detailed study 
of sickle cell disease, stated that the disease 
may simulate a variety of acute abdominal 
conditions, and that it is characterized by mus- 
cle spasm, nausea, vomiting and leukocytosis. 
There may even be signs of shock, with board- 
like rigidity and rebound tenderness. The pain 
is thought to be due to sudden enlargement 
of the liver and spleen, and even to splenic 
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infarction. Several deaths have been reported 
following surgery."* 


Ruptured Abdominal Aneurysm 


The patient was a 59 year old white man 
who had a sudden onset of severe pain in the 
right lumbar area radiating anteriorly to the 
right lower quadrant. The pain was very se- 
vere and was associated with signs of shock 
and vomiting. Excessively large doses of seda- 
tion were required to control the pain. He 
had been feeling well prior to the onset of 
these symptoms. On physical examination 
there was tenderness in the right periumbilical 
area, but no masses were felt. His blood pres- 
sure was 100/80. Auscultation and percussion 
of heart and lungs were normal. The pain sub- 
sided for a few hours, only to return again 
more severely. Twenty-four hours later a mass 
could be palpated in the region of the lower 
midabdomen. The erythrocyte count had drop- 
ped to one-half of normal. The patient sud- 
denly went into severe shock 36 hours after 
admission. Femoral pulsation in his right leg 
disappeared and the leg became cyanotic. He 
died a few hours later from a ruptured ab- 
dominal aneurysm with a massive hemorrhage. 

This patient had been seen one year previ- 
ously for a routine physical examination, and 
it had been noted then that he had an enlarged 
aorta as determined by roentgenographic evi- 
dence of calcification of the aortic wall. He 
also was known to have a moderately elevated 
blood pressure. Previously he had not had any 
symptoms referable to this aneurysm. 

Discussion—A dissecting or rupturing ab- 
dominal aneurysm represents a critical emer- 
gency, and until the past few years very little 
could be done for these patients. Certainly sur- 
gery is not indicated unless one is prepared 
to resect the aneurysm and bridge the defect 
with a suitable prosthesis. In a patient past 50 
years of age, the evidence of shock associated 
with severe abdominal or back pain, or both. 
and a drop in erythrocyte count should sug- 
gest the diagnosis of a ruptured aortic aneu- 
rysm. A roentgenogram of the abdomen may 
show calcification of an enlarged aorta and 
aortography can be diagnostic. 

Conditions which may also present the clini- 
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cal picture of an acute abdominal condition 


requiring surgery include black widow spider-~ 


bite, idiopathic hyperlipemia, rheumatic fe- 
ver, addisonian crisis, abdominal epilepsy, 
Henoch’s purpura, acute upper respiratory 
tract infections in children, pneumonia and 
acute pyelitis. Because the clinical pictures of 
these disorders frequently confuse attending 
physicians, additional comment is justified. 

A black widow spider bite can cause ab- 
dominal pain with boardlike rigidity," and 
usually there is also pain in the arms and legs. 
The patient may not be aware that he has 
been bitten, but a careful examination usually 
will reveal the bite area. When questioned, 
the patient may then recall a sting or sharp 
pain at the time of the bite. 

Idiopathic hyperlipemia, according to 
Thannhauser,’” can produce a colicky ab- 
dominal pain localized in the epigastrium, al- 
though it may be felt over the entire abdo- 
men. There can be nausea, vomiting and even 
vascular collapse. There may be fever, with 
the temperature as high as 104° F., and leu- 
kocytosis of 20,000 to 30,000 per cubic milli- 
meter of blood. The serum appears creamy 
and very high levels of neutral fats are found 


in the blood. Xanthoma and a family history 
of xanthoma frequently help differentiate this 
from other abdominal conditions. 

Rheumatic fever in children can simulate a 
surgical emergency, with diffuse abdominal 
pain, tenderness, nausea, vomiting, leukocyto- 
sis and neutrophilia. Doliopoulos'® found that 
abdominal pain was present in 18 of 222 cases 
of rheumatic fever. Four of the 18 patients 
were operated on for what was considered 
acute appendicitis. Usually there is a history 
of joint pains, and stigmata of rheumatic fever 
are present, or appear within hours. The eti- 
ology of this pain is not known. 

According to Thorn et al.."* addisonian 
crisis is associated with abdominal pain in 
approximately 32 per cent of the cases. These 
authors also state that “Because of the promi- 
nence of gastrointestinal symptoms, such pa- 
tients have been subjected to operations for 
chronic appendicitis and chronic cholecystitis 
before the underlying deficiency was recog- 
nized.” The associated symptoms of nausea 
vomiting, dehydration, hypotension, feeble 
pulse and subnormal temperature should lead 
one to suspect adrenal insufficiency as the 
cause of the patient’s illness. 


OTHER Causes OF ABDOMINAL PAIN 


VASCULAR DISEASES 


Pericarditis 
Abdominal angina 


Pheochromocytoma 
Periarteritis nodosa 


GENITOURINARY DISEASES 
Nephrosis Carcinoma of testis 


Renal stones 


Lead poisoning 
Hypothyroidism 


Hyperthyroidism 


PULMONARY DISEASES 


Pulmonary infarction 
Pulmonary abscess 


Emphysema 
Carcinoma of lung 


INFLAMMATORY DISEASES 


Pancreatitis 
Abdominal tuberculosis 
Herpes zoster 
Ulcerative colitis 

Acute hepatitis 


Peptic ulcer 
Acute gastritis 

Typhoid fever 

Amebic hepatitis 
Infectious mononucleosis 


NEUROLOGIC DISEASES 
Psychosis Gastric crisis 
Spinal cord tumor 
SKELETAL DISEASES 


Spinal arthritis 


HEMOLYTIC DISEASES 
Malaria Hemolytic anemia 
Hemophilia 


MISCELLANEOUS 


Serum sickness 

Hysteria 

Periodic abdominalgia 

Chiari’s syndrome 

(Hepatic vein thrombophlebitis) 


Distended bladder 
Filariasis 

Drug addiction 
Gastric dilation 
Mittelschmerz 


Children 
Worms 
Ketosis from eating excess fat 
Exanthem 
Laxatives, iron, etc. 
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Abdominal epilepsy in children also can 
demonstrate a diagnostic problem. Moore,'*:'” 


Livingston*” and Hoefer et al.*' have given 


excellent discussions of this disease. There is 
a sudden onset of periumbilical and epigastric 
pain, colicky and knifelike in character, which 
may last minutes or hours. The pain is accom- 
panied by anorexia, diarrhea and vomiting. 
The pain may follow an aura of “feeling pe- 
culiar,” and there may be a history of be- 
havior disturbance or vasomotor disorders. 
Subsidence of the pain is frequently followed 
by exhaustion and sleep. These patients usu- 
ally have an abnormal electro-encephalogram 
and respond to anticonvulsant drugs. The pain 
of abdominal epilepsy can resemble that of 
gallbladder disease, gastric or duodenal ul- 
cer, appendicitis or renal colic. According to 
Moore,'* similar syndromes have appeared in 
patients who have a brain tumor, cerebrovas- 
cular accidents or other intracranial lesions. 
Another condition of possible similar charac- 
ter is so-called periodic disease, described by 
Reiman.**~ 

Acute infections in children, especially of 
the type of acute pyelitis, acute tonsillitis and 
pneumonia, may be confusing at times.'*:**:*° 
Henoch’s purpura may be suddenly precipi- 
tated as an acute condition of the abdomen 
and may be diagnosed by a surgeon. Muldoon, 
Berg and Kinnaird*® recently reported several 
cases which were first seen as surgical emer- 
gencies. Again the differential diagnosis de- 
pended on correct evaluation of the physical 
findings. 

In addition to the disease processes previ- 
ously listed, additional causes of abdominal 
pain cited in the literature? °° are 
listed in the table. These conditions are occa- 
sionally of such a degree as to suggest the 
need for operation. There are undoubtedly 
other causes that could be listed. 


General Discussion 


In a study of abdominal pain Gordon'* 
found that 704 normal ovaries were removed 
from 546 women in one year. In 2000 cases 
of appendectomy, one-third of the appendixes 
in men and one-tenth of those in women were 
normal. This is lower than the acceptable 75 
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to 80 per cent accuracy of diagnosis expected 
by the usual tissue committee. McDonald,.** in 
a critical review, found that of 200 consecu- 
tive cases of abdominal pain, 17.5 per cent 
were incorrectly diagnosed, and Earnshaw*” 
has stated that the majority of cases of ab- 
dominal pain in children have little signifi- 
cance; however, obviously it should not be 
taken lightly until examination rules out a 
lesion requiring operation. From his analysis 
McDonald*' concluded that causes for need- 
less surgical exploration may be listed as fol- 
lows: (1) incomplete investigation, (2) igno- 
rance, (3) errors in judgment, (4) obsessions. 
(5) failure to think anatomically, (6) failure 
to think at all, (7) difficulties inherent in the 
case, (8) reluctance to assume responsibility, 
(9) wrong history from the patient, (10) un- 
avoidable and (11) diagnosis not made. He 
further stated that in some cases “the sur- 
geon was physically present and medically 
absent.” 

Usually, careful examination and good 
judgment will help differentiate the nonsurgi- 
cal from the surgical conditions. To make a 
correct diagnosis, the physician must utilize 
not only the history, physical findings and 
laboratory data, but also the experience of his 
training and the experience gathered by years 
of seeing patients. As Goethe*’ once remarked, 
“Was man weiss man sieht,” that is, “What 
one knows one sees.” A good many conditions 
are considered rare because they are not found 
and they are not found because they are not 
searched for. The physician must cultivate an 
awareness of these other conditions which do 
produce the clinical appearance of a surgical 
condition. 


Summary 


Abdominal pain of such a degree and char- 
acter as to simulate a surgical emergency may 
be caused by some medical conditions in 
which surgery is contraindicated. A high in- 
dex of suspicion of various medical causes of 
abdominal pain will lead the physician to 
note some feature about the history or the 
physical or laboratory findings that will intro- 
duce a doubt as to whether or not the surgery 
is necessary. 
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BP 
MAS have been diag- 
nosed and successfully 
treated in increasing 
numbers during recent 
years. These epineph- 
rine- and norepineph- 
rine-producing tumors 
occur with sufficient 
frequency to warrant 
consideration as a pos- 
sible etiologic factor in 
all patients with hypertension. Inasmuch as 
experience in this special field of rare tumors 
must be obtained from relatively small series. 
or from single case reports, it seems worth- 
while to record the findings of a single, con- 
firmed case of pheochromocytoma. Accurate 
localization of the tumor by means of pre- 
sacral retroperitoneal pneumography as dem- 
onstrated in figure 1 and essentially as de- 
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scribed by Steinbach et al.' in 1951 further 
justifies reporting this case. The procedure 
with planography, if indicated, is simple, safe. 
reliable and superior in every respect to the 
older technic of perirenal insufflation. 

The signs and symptoms associated with 
pheochromocytomas have been well docu- 
mented in the literature.?*’ The specific symp- 
toms must be sought in the patient’s history 
or the diagnosis is likely to be missed. Some 
of the more common manifestations of this 
disease are headache, profuse perspiration. 
chest pain, epigastric distress, palpitation, cold 
hands and feet, nausea, vomiting, anxiety. 
postural hypotension, tachycardia, syncope. 
exhaustion, prostration and symptoms related 
to disturbed metabolism. A patient with one 
or more of these clinical features, when asso- 
ciated with hypertension, warrants further 
study to rule out pheochromocytoma as the 
etiology. This disease may produce symptoms 
and signs of a paroxysmal nature, or it may 
produce a sustained hypertension with con- 
tinuous symptoms. Paroxysms may vary in 
duration and intensity, lasting from a few sec- 
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onds to a few hours to several days or, on oc- 
casion, for several weeks. They may be pre- 
cipitated by emotional disturbances, fever. 
trauma, any form of anesthesia, chemical or 
drug irritants, and by massage of the tumor 
by changes in body position or posture or by 
palpation during examination. 

The symptoms and signs associated with 
pheochromocytoma may simulate or be related 
to many other diseases or pathologic condi- 
tions. These include acute anxiety attacks,*:***° 
cerebrovascular accidents,”'*'** diabetes 
mellitus,?:*? preeclampsia,” 
and 
many others. Glushien et al.’ have reported 
the relationship between pheochromocytoma 
and neurocutaneous syndromes. 

These chromaffin tissue tumors are usually 
benign, well encapsulated, spherical, small in 
size, single and most frequently located in the 

drenal areas. However, bilateral and multiple 
tumors have been reported in as high as 10 
per cent of cases, and they may occur as 
paragangliomas or chromaffinomas in extra- 
adrenal chromaffin tissue, such as the carotid 
body, the abdominal paraganglia, and the or- 
gans of Zuckerkandl at the bifurcation of the 
aorta. Roth et al.* reported three siblings with 
bilateral tumors. Malignant pheochromocyto- 
mas have been reported in as high as 15 per 
cent of cases. 

As there is no single infallible test for pheo- 
chromocytoma, the definitive diagnosis con- 
tinues to depend on careful clinical evaluation 
of the patient and the results of a battery of 
tests.” Great improvements and advances have 
heen made in recent years in perfecting the 
various diagnostic tests utilized to confirm the 
diagnosis of 
*5-25,26,28,30,3243 The drugs currently used are 
safer than those previously employed, have 
fewer side effects, and are more accurate in 
establishing the diagnosis. False positive and 
false negative results from these tests are oc- 
casionally obtained, making additional con- 
firmatory studies necessary. It is hardly prac- 
tical to subject all hypertensive patients to 
provocative and diagnostic tests. However, if 
the symptoms and signs and the hypertension 
cannot be adequately accounted for, diagnos- 
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tic studies should be performed to establish 
or rule out pheochromocytoma. Surgical ex- 
ploration of the adrenal areas and the abdo- 
men is indicated for patients in whom pheo- 
chromocytoma is strongly suspected but not 
definitely diagnosed or localized by all avail- 
able studies. 

Once the diagnosis is made, surgical re- 
moval of the tumor is the treatment of choice. 
The cause of the hypertension and symptoms 
can be eradicated, and the patient can be 
restored to normal life expectancy. Without re- 
moval of the tumor, the prognosis of patients 
afflicted with pheochromocytoma is invariably 
fatal."* Accurate localization of the tumor is 
an extremely important aid to the surgeon 
because it provides for planning the most di- 
rect and best-tolerated approach to the tumor 
area. With ample exposure the tumor can be 
removed with a minimum amount of manipu- 
lation and trauma, thus lessening the possi- 
bility of some of the disastrous complications 
that can occur at operation. 


Case Report 


A 33 year old white woman was admitted 
to the hospital on April 13, 1955. The history 
revealed that she had been in good health 
until August 1949, when there developed epi- 
sodes of “a feeling of emptiness in the upper 
abdomen” and “a feeling of weakness of the 
stomach,” which persisted for two or three 
minutes. These symptoms usually appeared 
about 10 A.M. and recurred almost daily. The 
symptoms often followed heavy housework or 
other strenuous activity. The complaints com- 
pletely disappeared from December 1949 un- 
til June 1951, when they recurred and be- 
came more severe. At that time she noticed 
generalized weakness, “a feeling of emptiness 
in the upper abdominal region,” and a fine 
tremor of the extremities which usually per- 
sisted for about five minutes. These attacks 
recurred unchanged almost daily until Octo- 
ber 1952. At that time she experienced severe 
paroxysms of palpitation followed by severe 
temporal headache, throbbing in character 
and more marked on the right than on the left 
side. The headache was associated with nau- 
sea, vomiting, profuse perspiration, general- 
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FIGURE 1. Retroperitoneal pneumogram showing the tu- 
mor mass in the right suprarenal area. 


ized weakness of the extremities, and pain in 
both arms and both inguinal regions. These 
acute episodes persisted for from 5 to 10 
minutes. 

In November 1952 she became relatively 
asymptomatic and remained in good health 
until March 1953, when she had severe parox- 
ysmal symptoms for the ensuing six months. 
Moderate improvement followed, but in the 
spring of 1954 the episodes recurred and again 
usually appeared each day at about 10 a.m. On 
occasion the symptoms recurred about 4 P.M. 

On July 1, 1954 there was a recurrence of 
very severe complaints, including nausea, 
vomiting, palpitation, headache, tremor, pro- 
fuse perspiration and generalized weakness. 
These paroxysms reappeared frequently, often 
six or more times in a single 24 hour period. 
In November 1954 her symptoms became even 
more severe and occurred about every two 
hours. From that time the symptoms were 
nearly continuous and, because of the severity 
of the attacks and extreme prostration follow- 
ing the paroxysms, she was almost completely 
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bedridden. On several occasions she consid- 
ered suicide. 

During the course of her illness the patient 
had been referred to neuropsychiatrists, as it 
was felt that her symptoms were psychogenic 
in origin. Psychotherapy proved ineffective. 

Her own and the family histories were non- 
contributory. 

Physical examination on admission revealed 
a healthy-appearing woman. The blood pres- 
sure was 120/80. A funduscopic examination 
showed some straightening of the terminal 
arterioles without other abnormalities. Other 
physical findings were within normal limits. 

A blood pressure elevation had never been 
noted during her many physical examii\ ons 
until March 20, 1955. At that time one | the 
authors (R. D. M.) suspected the possibility 
of pheochromocytoma and performed a _pro- 
vocative histamine test which produced a defi- 
nite and positive result. A rapid and marked 
decrease in blood pressure followed intra- 
venous administration of phentolamine (REGI- 
TINE”). A repeat histamine test using 0.025 
mg. of histamine base intravenously produced 
an elevation of blood pressure from a base- 
line level of 110/70 to 270/170 (figure 2). 
Following this blood pressure elevation, 5 mg. 
of phentolamine (Regitine) administered in- 
travenously produced an immediate drop in 
blood pressure to 140/90 (figure 2). 

Retroperitoneal air insufflation studies com- 
bined with intravenous pyelography confirmed 
prompt bilateral renal function and revealed 
the presence of the tumor mass which was oval 
in shape, located in the right suprarenal area 
and which measured approximately 6 cm. in 
diameter (figure 1). The tumor mass was well 
outlined and well visualized by this study. In 
the supine position the right renal shadow was 
displaced caudad and the upper pole of the 
kidney laterad in the prone position. 

The technic utilized for the procedure was 
simple. The sedated patient was placed in the 
lithotomy position and the previously shaved 
and prepared perianal region was draped. A 
small wheal was made in the skin over the tip 
of the coccyx in the mid-line with 2 per cent 
procaine solution, and the underlying tissues 
were infiltrated with several milliliters of the 
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solution. A short-bevel, No. 20 spinal needle 
with stylet was introduced through the wheal 
and directed cephalad just anterior to the 
coccyx. The left index finger was inserted into 
the rectum to serve as a guide and lever. The 
needle tip was then advanced between the 
sacral periosteum and the rectum until it was 
located within the sacral hollow. The stylet 
was removed and the needle aspirated to min- 
imize the danger of embolism resulting from 
vessel trauma. Air was then injected slowly 
under minimal pressure with a syringe, using 
approximately 1000 ml. of air. (Oxygen ad- 
ministered under water pressure, in lieu of 
air, is preferred by many workers.) In the 
correct cleavage plane very little resistance 
was encountered and check films were taken 
to assure correct placement of the medium. 
Immediately after injection the patient was 
placed in the prone position with the head 
moderately elevated. The position was changed 
to localize visualization of the retroperitoneal 


space as desired. Morbidity was avoided by 
keeping the patient flat in bed for 24 hours 
following the procedure. 

The blood cholesterol was 184 mg. per 100 
ml. A two hour postprandial blood glucose 
reading was 110 mg. per 100 ml. A blood glu- 
cose sample taken during a mild paroxysm of 
hypertension showed 130 mg. per 100 ml. 
Basal metabolic rate determinations were nor- 
mal. A 24 hour urine specimen collected prior 
to operation was found to contain 256 micro- 
grams of epinephrine and 76.8 micrograms of 
norepinephrine.'' All other studies, including 
electrocardiograms, a roentgenogram of the 
chest, a gallbladder visualization series, an 
upper gastrointestinal roentgenographic series 
with barium, urinalyses, complete blood 
counts, erythrocyte sedimentation rates, deter- 
minations of blood urea nitrogen, blood cre- 
atinine and nonprotein nitrogen, and cardiac 
fluoroscopic examination, were normal. 

Following the patient’s admission to the 


PREOPERATIVE HISTAMINE AND REGITINE TEST 


TIME IN MINUTES 


2 
300) i 1- Histamine phosphate 0.025 mg. I. V. : 
2. Phentolamine 5 mg. I. V. 
3 : 
E 
= 
= 
: H 
= 
: 8 
= 
: a { 
DIASTOLIC 
5 


FIGURE 2. Preoperative histamine and Regitine tests. 
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hospital there were occasional moderate par- 
oxysms of symptoms with associated blood 
pressure elevations. On one occasion the blood 
pressure rose from a base-line level of 130/75 
to 260/170 and following the intravenous ad- 
ministration of 5 mg. of phentolamine (Regi- 
tine) the blood pressure returned to 130/80 
in two minutes (figure 3). 

Operation was scheduled, and the preopera- 
tive, operative and postoperative management 
of the case was thoroughly discussed in con- 
ferences among surgeons, anesthesiologists 
and internists. It was believed that these con- 
ferences were most valuable and assisted ma- 
terially in effectively treating the patient. Two 
days preoperatively, small dosages of quini- 
dine were administered in an attempt to pre- 
vent undesired cardiac arrhythmias. Cortisone 
was administered in a dosage of 200 mg. daily 
to insure against the possibility of adreno- 
cortical insufficiency as a result of the opera- 
tive trauma. 

On the day of surgery, the preoperative 
medication, given one hour before anesthe- 
sia induction, consisted of 100 mg. of meperi- 
dine (DEMEROL®), 0.4 mg. of atropine sul- 
fate, 100 mg. of pentobarbital sodium and 5 
mg. of phentolamine (Regitine) intramuscu- 
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larly. A similar intramuscular dosage of phen- 
tolamine was administered when the patient 
reached the operating room. Large-size poly- 
ethylene catheters were inserted into a leg and 
an arm vein by cut-down technic to assure im- 
mediate and reliable access for intravenous 
medications, whole blood and fluids. An elec- 
trocardiograph was set up for continuous 
visible tracings. 

Contrary to the experiences of a number of 
other surgeons and anesthesiologists, but in 
view of our past experiences with thiopental 
sodium (PENTOTHAL® sodium) for inducing 
anesthesia in patients with pheochromocytoma 
in whom severe hypertensive paroxysms de- 
veloped, it was decided to use a nitrous oxide 
and ether induction, hoping that this early 
complication could be avoided. However. 
shortly after beginning induction and intuba- 
tion, the patient’s blood pressure rose from 
120/80 to 260/160 (figure 4). Phentolamine 
(Regitine), 5 mg., was given intravenously 
and produced an immediate drop in blood 
pressure to the preinduction level (figure 4). 
During the operation a total of five moderate 
hypertensive paroxysms developed. These were 
brief in duration and did not require addi- 
tional therapy (figure 4). 
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With the patient secured on her left side 
with her right forearm strapped along the an- 
esthesia screen, an incision was made over 
the right ninth interspace, giving adequate ex- 
posure both anteriorly and posteriorly. The 
ribs were retracted and the right lung was par- 
tially deflated and retracted cephalad after the 
inferior pulmonary ligament was divided. The 
diaphragm was divided from the central ten- 
don to the costophrenic angle in the postero- 
lateral radius. It was interesting to note that 
the areolar adipose tissue immediately beneath 
the diaphragm was still quite emphysematous 
from the retroperitoneal insufflation done 10 
days previously. The right lobe of the liver 
was retracted inferiorly and medially, and the 
pararenal fat and perirenal fascia were opened 
to give access to the adrenal area. Careful 
sharp dissection and gentle finger dissection 
revealed a mass, 6 cm. in diameter, involving 
the lateral portion of the right adrenal gland. 
The mass was found to rise from the inferior 
surface of the gland in its lateral one-third and 


was very closely adherent. Constant guarding 
against massaging explosive hormones into the 
blood stream was necessary. 

The tumor was freed from the superior pole 
of the kidney and on all sides except along its 
adrenal attachment. A plane of cleavage be- 
tween the tumor and the inferior surface of 
the adrenal gland could not be made without 
danger of undue pressure; hence, the lateral 
one-half of the gland along with the tumor was 
resected by progressively cutting small frag- 
ments of tissue between multiple clamps. The 
principal blood vessels of the adrenal gland 
were left intact. 

Before the blood supply to the tumor was 
divided, intravenous administration of 1-nor- 
epinephrine was started with 8 ml. in a liter 
of 5 per cent dextrose in water; when the 
tumor was removed, the blood pressure drop- 
ped only to a level of 108/70 (figure 4). The 
electrocardiographic tracings showed no gross 
abnormalities and no significant cardiac ar- 
rhythmias during the operation. 
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FIGURE 4, Operative and postoperative blood pressures. 
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FIGURE 5. Postoperative 
histamine test. 
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Following surgery administration of 1-nor- 
epinephrine was continued for three hours, and 
infusion of 1000 ml. of whole blood, started 
at the beginning of the operation, was com- 
pleted. This maintained the blood pressure 
(figure 4) which stabilized at a level of 120/80 
without further supportive medication. 

The postoperative course was uneventful 
and the patient was released from the hospital 
on the twelfth day following surgery. Repeated 
provocative histamine tests, using 0.05 mg. of 
histamine base intravenously, were negative 
in the postoperative and convalescent periods 
(figure 5). The patient has been asymptomatic 
and her blood pressure has been normal. 

The histopathologic examination of the tu- 
mor was characteristic of benign pheochromo- 
cytoma. It was well encapsulated, soft in con- 
sistency, reddish brown in color and weighed 
35 gm. (figures 6 and 7). Microscopically, the 
tumor revealed the typical large polygonal 
cells with small nuclei and slightly granular 
cytoplasm (figure 8). The tumor was analyzed 
by paper chromatography and a modification 
of von Euler’s colorimetric method by Golden- 
berg."' The tissue was found to contain 3.38 
mg. of norepinephrine and 10.7 mg. of epi- 
nephrine per gram of tumor tissue. 
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Summary and Conclusions 


This report covers the case of a 33 year 
old woman with recurrent, progressive, parox- 
ysmal symptoms of five and one-half years’ 
duration who proved to have a benign pheo- 
chromocytoma. Investigation revealed a posi- 


FIGURE 6, Photograph of tumor. 
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FIGURE 8. Photomicrograph 
of tumor tissue (x 430). 


tive reaction to the histamine provocative test 
and to the phentolamine (Regitine) test. A 
preoperative urine specimen showed an in- 
creased content of epinephrine and _norepi- 
nephrine. Retroperitoneal pneumography ac- 
curately localized the tumor mass in the right 
suprarenal area. This procedure is relatively 
safe and simple and produces little discomfort 
to the patient. Planography and simultaneous 
pyelography can be readily used with this pro- 
cedure if indicated. Accurate localization of 
the tumor simplifies the surgical procedure 
and provides a more direct surgical approach 
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FIGURE 7. Photograph of 
bisected tumor. 


to the lesion. This pheochromocytoma was re- 
moved without complications through a trans- 
thoracic, transdiaphragmatic approach, which 
afforded excellent exposure, easy excision of 
the tumor, minimal manipulation, immediate 
access to the heart in the event of arrest, and 
ready exploration of other structures in this 
area. Following surgical removal of the tumor 
l-norepinephrine was utilized with good re- 
sults for maintaining the blood pressure. There 
has been no recurrence of symptoms or of the 
paroxysmal hypertension, and the patient has 
enjoyed excellent health to the present time. 
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Care of the Patient With 


Chronic Pulmonary Disease 


CHARLES POKORNY * 


The Hertzler Clinic, Halstead, Kansas 


As our population 
ages, the problem of 
chronic pulmonary dis- 
ease is more evident in 
patients who require 
surgery. These patients 
need constant observa- 
tion before, during 
and following surgery. 
Modern methods of 
surgery and anesthesi- © CHARLES POKORNY 
ology plus better un- 

derstanding of pulmonary pathophysiology 
give these patients a better chance for re- 
covery. Careful evaluation of the disease and 
proper treatment may mean the difference 
between a stormy course and an uneventful 
recovery. 

The most common chronic pulmonary con- 
dition complicating bronchial asthma, bron- 
chiectasis, sarcoidosis, pulmonary fibrosis as 
well as tuberculosis is pulmonary emphysema. 
Although the disease may be acute or chronic, 


*Department of Internal Medicine, The Hertzler Clinie, The Halstead 
Hospital and The Hertzler Research Foundation, Halstead, Kansas. 
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it may also be diffuse, localized or unilateral. 

Segal and Dulfano' have classified pulmo- 
nary emphysema as the nonobstructive form, 
which is divided into senile and compensa- 
tory types, and the obstructive form or the 
acute bullous and chronic pulmonary types. 
This latter form is the one most often encoun- 
tered and is one of the most distressing dis- 
eases of the lung. It is defined as “a diffuse, 
progressive, obstructive and hypoxic type of 
chronic emphysema in which pathologic dis- 
tention of alveoli has persisted for some time.” 
The disease is most often seen in middle-aged 
men and is usually a direct result of chronic 
bronchitis, although it may be a complication 
of any chronic pulmonary disease. 

This disease has been called the most com- 
mon, disabling and progressive of all respira- 
tory diseases seen in general hospitals.* Char- 
acteristics of the disease are alterations in 
total lung capacity, residual volume and vital 
capacity.” 

Physical and x-ray examinations show the 
lungs to be in a state of hyperinflation. Be- 
cause of the hyperinflation, total lung volume 


647 


n 
| 
R 
| 
= 


may increase; however, there is an inability 
to empty the lungs which causes an increase in 
the ratio of residual volume to total lung ca- 
pacity. This in turn affects the vital capacity. 
A characteristic pathologic feature of the 
disease is loss of elastic tissue which tends to 
keep the lung in the position of inspiration or 
hyperinflation. The narrowing of the bron- 
chioles caused by accumulation of secretions, 
mural thickening, mucosal edema and broncho- 
spasm aids in this tendency. As emphysema 
develops there is a reduction of the normal 
diaphragmatic and lower costal action and 
upper costal and accessory muscles take over. 
The work required in breathing is increased 
by the bronchiolar obstruction, indicated by 
rhonchi and prolongation of expiration.* Mus- 
cular work is needed to expel air because of 
the reduced lung elasticity. Bullae, cysts and 
blebs are resistant to deformation and restrict 
breathing or increase the work required for 
breathing. The mechanical advantage of the 
respiratory muscles is reduced by the position 
of hyperinflation.* In emphysema, dyspnea is 
usually due to reduced ventilatory capacity. 
Pulmonary emphysema interferes with the 
gaseous exchange and the mechanics of breath- 
ing and probably brings about uneven circula- 
tion.’ All these factors tend to increase the 
arterial partial pressure of carbon dioxide. 
The mechanisms controlling pulmonary ven- 
tilation are largely reflex. While the respira- 
tory center is exquisitely sensitive to arterial 
partial pressure of carbon dioxide, the carotid 
and aortic bodies are sensitive to hypoxia. For 
this reason patients with chronic emphysema 
should be treated for pulmonary infections, 
for this may precipitate respiratory acidosis, 
which in turn may cause cardiac failure and 
acute hypoxia.” Oxygen therapy for short peri- 
ods may result in mental confusion and respi- 
ratory acidosis. When oxygen is given, the 
stimulation to the carotid and aortic bodies is 
relieved, causing a further fall in blood pH 
which causes further depression of respiration. 
Coma and death may follow.® Respiratory-de- 
pressing agents such as morphine, barbiturates 
and respiratory-depressing anesthetics may 
also bring on the syndrome. 
Should morphine be given, the antagonist 
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NALLINE® hydrochloride, 5 to 10 mg., should 
be administered intravenously, starting a slow 
intravenous drip of 10 mg. Nalline in 1000 
ce. of 5 per cent glucose in water at once to 
maintain the effect. It should be remembered 
that Nalline has no effect on barbiturate in- 
toxication but is effective for methadon hydro- 
chloride, METOPON®, pILAUDID® hydrochlo- 
ride, codeine and DEMEROL® hydrochloride.’ * 

The therapy should be directed to correct- 
ing the hypoxia. Bronchoconstriction should 
be treated with the bronchodilator aerosols, 
such as ISUPREL®, with or without intermit- 
tent positive pressure breathing. ORTHOXINE® 
hydrochloride, theophylline,’” and ephedrine 
are effective, as is aminophylline administered 
orally, intravenously or rectally. We have been 
using CARDALIN®, an oral aminophylline prep- 
aration, with good results in many of these 
patients, especially those who have broncho- 
constriction to a greater degree. For cardiac 
complications, digitalis preparations, phle- 
botomy, mercurial diuretics and mild sedation 
should be used. 

For infection the proper antibiotic should 
he used. If an adequate bacterial study cannot 
be accomplished, streaking the sputum on 
blood agar plates with antibiotic disks gives 
a clue as to the proper antibiotic to be used. 
Some prefer to use the antibiotic whenever 
possible as an aerosol, combining it with 
Isuprel and ALEVAIRE®.'' NEO-PENIL®, admin- 
istered intramuscularly, seems to be indicated 
for organisms sensitive to penicillin, since the 
sputum content of penicillin is higher with 
this drug.’*"* 

The iodides are excellent expectorants; a 
saturated solution of potassium iodide, 8 to 10 
drops three times daily, is inexpensive to use."' 
Syrup of hydriodic acid with equals parts of 
Orthoxine hydrochloride is at times an ade- 
quate combination of expectorant and bron- 
chodilator using 4 cc. four times daily.’*:"” 
Glyceryl guaiacolate, as in ROBITUSSIN®, works 
well also. In some patients aerosol Isuprel 
with Alevaire allows the patient to raise the 
sputum with greater ease. 

When oxygen is needed, lower concen- 
trations should be used. With intermittent 
positive pressure breathing or body chamber 
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respirators, higher concentrations of oxygen 
are 
The efficiency of pneumoperitoneum in 


treating pulmonary emphysema’*:'® has been 


discussed. At times the patient may be greatly 
relieved by this procedure. 

Re-establishing diaphragmatic expansion 
with breathing exercises should be taught to 
all of these patients if time permits.*° ~* 

Gordon™ has listed the steps concerned in 
the rehabilitation of reversible pulmonary dis- 
ease: (1) removal of abnormal secretions, (2) 
encouragement of effectual breathing, and (3) 
preservation of the dynamic action to encour- 
age adequate ventilation and gas exchange. 

All these patients should accomplish bron- 
chial evacuation which can be brought about by 
the use of bronchodilators, expectorants, pos- 
tural drainage and bronchoscopic aspiration. 

It has been suggested that bronchial asthma 
is a syndrome,”* not a disease, with wheezing 
as the diagnostic feature. This condition is a 
distressing form of acute, recurrent or chronic 
bronchial inflammation and obstructive em- 
physema, usually of allergic origin. It is char- 
acterized by recurrent cough and wheezing 
dyspnea with difficulty in expiration. 

Most authorities believe that bronchial 
asthma is either extrinsic, intrinsic or a com- 
bination of both. The extrinsic type usually 
develops before the age of 30, and a specific 
allergen is usually found. The attacks are more 
apt to be seasonal and to respond to specific 
therapy. The intrinsic form appears first in 
patients past 40 years of age. It arises from 
some causative factor within the patient: usu- 
ally an infection is present. Commonly no spe- 
cific allergen is found. and the patient is sen- 
sitive to physical and emotional stimuli. Drug 
sensitivity frequently develops. The prognosis 
is usually poor. A third class is a combination 
of the above two.*” 

The bronchial obstruction in an acute at- 
tack is caused by edema of the bronchial 
mucosa and submucosa, accumulation of thick 
mucus, and spasm of the bronchial muscula- 
ture with bronchiolar shortening and narrow- 
ing.*"-*" Therapy effects early reversal. but as 
the disease becomes chronic. pulmonary em- 
physema develops. 
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In severe episodes there is evidence of acute 
hypoxia, cyanosis, peripheral vascular col- 
lapse, drug intoxication or dehydration or a 
combination of these conditions. Asphyxia 
from blocked and plugged bronchi may occur. 
Here the use of Alevaire aerosol with inter- 
mittent positive pressure breathing does much 
to help liquefy this thick mucus. 

A good history of allergens and sensitizing 
agents should be obtained from patients with 
asthma who are to be operated. If time per- 
mits, adequate hydration with added amino- 
phylline and iodides should be used. If the 
sputum shows evidence of infection. proper 
antibiotics should be administered. Recently 
the use of Alevaire and Isuprel with antibiotic 
aerosol has been advocated." 

If a barbiturate or morphine must be used 
preoperatively or postoperatively, adequate 
oxygen must be supplied. It is best not to use 
these drugs if it can be avoided. Demerol 
seems to be tolerated by asthmatic patients 
and some physicians advocate its use.“* Dem- 
erol should not be given with barbiturates to 
patients with intracranial lesions or in cases 
of severe hypoxia. Aspirin has been reported 
as a common reactor in these patients.*” 

An acute asthmatic attack occurs only rare- 
ly while a general anesthetic is being admin- 
istered; ether, paraldehyde, AVERTIN® and 
cyclopropane have been used in cases of acute 
asthma to relax bronchospasms. To avoid ven- 
tricular arrhythmias, cyclopropane and epi- 
nephrine should not be used together.*” 

It should be remembered that acute asthma 
can occur while local and spinal anesthetics 
are being administered due to drug sensitivity 
or blood incompatibility. Intravenous PENTO- 
THAL® sodium may cause bronchospasm, and 
light planes of anesthesia, because of mechani- 
cal stimuli, may cause bronchospasm with 
cough and laryngeal spasm. 

Patients who are to receive topical cocaine 
or PONTOCAINE® hydrochloride should under- 
go skin testing if they have not had these 
drugs before. for deaths have been reported 
following their use.*' Aminophylline infusions 
should be given prophylactically with epineph- 
rine and aminophylline available for immedi- 
ate use. Barbiturates and antihistamines may 
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provide protection against severe reactions. 

Epinephrine is an excellent drug for pro- 
tection against and treatment of dyspnea and 
bronchospasm in asthmatic patients. Subcu- 
taneous, intravenous infusion and _ nebulized 
epinephrine have been proved worthwhile. 
Ephedrine preparations and Orthoxine-amino- 
phylline mixtures should be tried. 

BENADRYL®, 50 mg. in 1000 cc. 5 per cent 
glucose solution, given slowly by intravenous 
route has proved beneficial when ACTH has 
been ineffective. 

Oxygen may be required and when used 
seems best when given by aerosol method and 
with intermittent positive pressure breathing. 
Corticotropin and cortisone steroids may be 
lifesaving in acute attacks.**** The newer 
steroids, prednisone and prednisolone, which 
cause less sodium retention, may be substi- 
tuted in patients already receiving the other 
corticosteroids. 

Patients with asthma should be advised to 
stop smoking since smoking keeps the mu- 
cous membranes of the bronchial tree irri- 
tated.** These patients should be placed in 
allergen-free rooms to prevent recurring at- 
tacks as far as possible. They should avoid 
dusty occupations and atmospheres, and smog. 

Bronchiectasis usually is diagnosed in adult 
life. In this disease the bronchi and bronchi- 
oles are dilated and infected. Destruction of 
the submucosa, subacute pneumonitis, and in- 
durative pneumonia or fibrosis may be pres- 
ent with related emphysema. Oxygenation of 
the blood is decreased in these areas.*” The 
disease is usually a sequela of whooping 
cough, the pneumonia of measles, pneumonia 
distal to a tracheobronchial node obstruction. 
aspiration suppurative pneumonia, lung ab- 
scess, bronchial tumors and tuberculosis.** * 
The disease is, for the most part, progressive. 

A history of repeated pneumonitis and pro- 
ductive chronic cough should suggest bron- 
chiectasis. Diagnosis is confirmed by broncho- 
grams. The sputums should be checked for 
antibiotic sensitivity, and, if possible, ade- 
quate therapy. including postural drainage. 
should be instituted before patients undergo 
operation. Alevaire nebulized tends to help 
liquefy the sputum; if bronchospasm is evi- 
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dent, Isuprel may be added to the nebulized 
solution.**:*” 

Controlled inhalation anesthesia is prefera- 
ble for patients with bronchiectasis. With this 
there is always a secure airway and aspira- 
tions can be made as needed. A high concen- 
tration of oxygen is assured by the closed 
system. 

Following surgery every means_ possible 
should be instituted to promote adequate 
bronchial drainage. Proper antibiotic therapy 
should be maintained. 

In all discussions of chronic pulmonary dis- 
ease, chronic bronchitis must be considered. 
Too often a cough is passed over as stemming 
from too many cigarettes or due to an al- 
lergy.”* If more attention were paid to coughs, 
chronic bronchitis would be treated more 
often. Tobacco smoke is often the cause of 
chronic bronchitis'' and recently smoker's 
respiratory syndrome’ has been described. 
For these patients, discontinuance of smoking 
is the only treatment needed. Heavy smokers 
usually have a wet cough, and the use of the 
preanesthetic induced cough**'"' as a test to 
prevent postoperative respiratory complica- 
tions has been suggested. Bronchorrhea has 
been found to occur in these patients when 
spinal or inhalation anesthetics are adminis- 
tered. Preanesthetic cleansing of the bronchial 
tree by coughing, postural drainage and use 
of drugs which liquefy the mucus should be 
encouraged. For improvement, these patients 
should never smoke again. 

While sarcoidosis is more common than is 
usually recognized. the primary problem in 
patients with this disease is marked fibrosis 
with emphysema and its complications which 
requires surgery. Much has been written about 
the use of ACTH, cortisone and similar ste- 
roids in treating this disease. However, these 
drugs have no effect after fibrosis has devel- 
oped. Patients with sarcoidosis as well as 
those with pulmonary emphysema need proper 
care for their pulmonary inefficiency.** *” 

Patients with chronic pulmonary disease 
should have complete physical examinations. 
including history, roentgenograms of the chest 
and laboratory examinations, before they un- 
dergo operation. Proper evaluation of the pul- 
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monary pathology with adequate therapy is 
necessary. It must be remembered that proper 
treatment will prevent complications, and that 
overtreatment may depress respiration. 
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Scientific 
Exhibit 


an Office Procedure 


J. W. BURKS, JR.* 


Tulane University School of Medicine, 
New Orleans 


Ww" brush planing, a relatively recent but now widely accepted 
modality for correction of certain cosmetic defects, has the 
following advantages over previously employed technics: 


1. Its simplicity makes it adaptable as an office procedure. 


2. A general anesthetic, with its accompanying risk, is not 
needed. 


3. Loss of time from work is slight, and expense of hospitali- 
zation is obviated. 


4. Areas to be planed may be selected, healthy sites being 
avoided. 


5. Freezing of the skin preparatory to planing eliminates the 
necessity of working in a bloody field which obscures anatomic 
landmarks. Prolonging of the operation by clogging of sandpaper 
is also avoided. 


6. Complication by foreign-body silica granulomas, associ- 
ated with sandpaper abrasion and known to be followed years 
later by sarcoidlike lesions, is prevented. 


*Division of Dermatology, Department of Medicine, Tulane University School of Medicine and 


Charity Hospital of Louisiana, New Orleans, Louisiana. 


This exhibit was adapted from the book by Dr. Burks entitled “Wire Brush Surgery’? (Charles C 
Thomas, Springfield, Hlinois, 1956). 
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SITES AMENABLE TO PLANING 


Favorable (must be rich in appendages 
to enhance epithelial regeneration ) : 


The face, especially the nose, is the 
most suitable anatomic site for 
planing. 


. Posterior aspect of neck. 
. Upper portion of back. 


THE HEALING PROCESS 


1. Superficial abrasive brush burns heal without cicatrization. 

2. Unlike burns, these wounds contain minimal nonviable foreign material which 
requires demolition and transportation of cells by inflammation before healing can 
be initiated. 
3. Restoration of continuity by proliferation of residual epithelium of appendages 
and filling up of defects by formation of fibrous tissue may proceed immediately. 
4. Duration of healing depends on: 


Anatomic site. 
Depth of planing. 


Unfavorable (thin skin deficient in rete 
pegs and appendages): 


l. 


Inner aspect of forearm and thigh. 


. Neck, anterior and lateral aspects. 
. Palms of hands and soles of feet. 
. Abdomen. 


. Moist, intertriginous sites. 


Postoperative care (avoidance of occlusive dressings ). 


Effect of hypothermia. 


Other factors (humidity: contamination by body secretions——nose, eyes, mouth: 
rare occurrence of infection; amount of previous radiation to site ). 


INDICATIONS 


wh 


. Acne scarring 
. Pock scars 
. Traumatic sears 


. Explosive powder markings 


Rhinophyma 


. Other conditions 


Active acne vulgaris 

Acne rosacea 

Hidradenitis suppurativa 

Tattoo marks 

Hyperpigmentation (chloasma, 
freckles, vitiligo ) 


CONTRAINDICATIONS 


Skin deficient in dermal appendages 
Deep burns 

Atrophic skin diseases 
Radiodermatitis 
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Keloids 

Dermatitis papillaris capillitii 
Epithelioma 

Keratoses 

Xeroderma pigmentosum 
Juvenile verrucae 
Lichenified dermatoses 
Fox-Fordyce disease 
Adenoma sebaceum 
Kerato-acanthosis 
Xanthelasma 
Hemangioma 


Keloidal skin 


Psychotic and alcoholic patients 


. Criminals 
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PLANING ROOM 


Requirements 

1. Well illuminated by daylight 

2. Well ventilated 

3. Large enough to permit free movement 
of personnel and equipment 

4. Walls of plastic or washable paint 

5. Conveniently placed wall sockets to elim- 
inate tangled wire beneath operator’s feet 

6. Shelves and tables within easy reach of 
operator 


Equipment 

1. Planing instrument. High-speed motor 
attached to adjustable stand in firm base 
support with rubber casters and adjusta- 


FIGURE la. Planing room. Position of equipment and 
personnel for planing procedure. 


b. Position of handpiece. Fixed traction of the operative 
field is accomplished by the operator stretching half the 
field with a fanlike spread of the thumb, index finger 
and middle finger of his left hand while tension from 
various points is applied by the assistant to produce a 
flat surface. 


c. Close-up of brushes, showing sizes available. Smallest 
size shown is most frequently used. 
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ble foot-pedal control 

Handpiece with metallic protective sleeve 
Wire brushes 

Blower 

Prechilling packs 

Face shields 

Plastic gowns 

Operating light—spotlight with flexible 
arm attached to wall near head of oper- 
ating table 

Operating table—well padded, of com- 
fortable size and adjustable height 
Oscillating fan attached to wall near head 
of operating table, to dissipate fumes and 
sanguineous odor 
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TECHNIC 


Preoperative preparation—Minimal. 

1. Preoperative photographs are required. 

2. Alcoholic beverages are to be avoided. 

3. The patient should get a restful amount 

of sleep the preceding night. 

4. The usual breakfast should be eaten on 
the morning of operation. 

5. The site to be planed should be thor- 
oughly cleansed and, if necessary, 
shaved, 

6. Preoperative sedation is not routine. 

DEMEROL™ hydrochloride, 50 to 100 

mg.. may be given if the patient is not 
alone. 


LEVELS OF 
| PLANING 


Moderately |: 
deep |- 


KLE 


Anesthesia—Freezing to board hardness. 
1. Ethyl chloride. 

2. FREON® 114. 

3. Combination of ethyl chloride and Freon 

114 (preferred). 

Operative procedure—Planing is accom- 
plished as in shaving, with the brush mov- 
ing rapidly across the skin at right angles 
to the plane of rotation of the brush. 

Areas from 2 to 3 sq. in. are frozen and 
planed at a time. 

The depth of planing is easily ascertained 
with proper freezing. The depth or eleva- 
tion of the defect may be used as a rough 
guide. Anatomic landmarks should dictate 
depth and extent of planing. 


‘Papillary 
Dy] Abe 


cutis 


<}eutis 


Sebaceous 
j Erector gland 


ORS 


FIGURE 2a. Levels of planing. 


b. Linear markings of collagen bundles, 
denoting depth of planing. 
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TECHNIC (cont.) 


| FIGURE 3. Proper direction 
P ane of i of movement of brush. 


rotation 


Direction 


of brush 


FIGURE 4. Orderly plan for plan- 


ing of face. Dependent areas 2 
should be planed first. 


HISTOLOGY 


Histologic examination of serial sections of biopsy material obtained from 
facial skin after wire brush planing has revealed a definite chain of events after 
planing, as shown in figure 7. 


Embryonal stratum germinativum 


Primary epithelial germ Eccrine sweat gland germ 
Basal cells Squamous .7 Sebaceous Apocrine Eccrine sweat gland 
epithelium Hair gland gland 
J) | 
SUPERFICIAL EPIDERMIS EPIDERMAL APPENDAGES 


FIGURE 5. Embryology of the epidermis. (From Lever, Walter F.: Histopathology of the Skin. Ed. 2. Philadelphia. 


J. B. Lippincott Company, 1954, p. 4.) 
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FIGURE 7. Histologic chain of events after planing. 


a. Immediately after planing, the planed surface is cov- 
ered with coagulated blood. The epidermis is absent. An 
exudate consisting of neutrophils and lymphocytes and 
embedded in an amorphous eosinophilic material covers 
the corium. Nuclear debris is extensive. 


b. At 48 hours a crust is formed by coagulated protein 
and keratotic cells. The cellular debris of the surface 
coagulum is primarily necrotic, with some fibroplasia 
and capillary proliferation at its base. 


ce. At 72 hours the epidermal layer reappears, arising at 
least partially from epithelial buds at the ends of pilo- 
sebaceous apparatus. Extension of epithelium, two to 
three cells in thickness, from follicular edges onto the 
planed surface is visible in some sections. Here, as in 
previous sections, injury to the corium is minimal. Note 
resemblance to pattern of fetal cutis in figure 6. 


d, At three to eight days, epithelization usually is com- 
plete and is associated with subepidermal deposition of 
relatively dense collagen and absence of, or poorly de- 
veloped, rete ridges. 


e. At 30 to 90 days the final morphologic results of 
dermal planing demonstrate the epidermal layer to be 
three to five cells in thickness, all normally developed 
but not containing rete ridges. A subepidermal fibrotic 
zone of mature fibrocytes and irregularly deposited col- 
lagen bundles differs from normal superficial corium. 


FIGURE 6. Skin of four month fetus, 
showing three layers: periderm (P), 
stratum intermedium (1) and stra- 
tum germinativum (G). A primary 
epithelial germ (PG) also can be 
seen. The fetal cutis typically con- 
tains numerous fibroblasts. Compare 
with figure 7a. 
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a. Before planing. 


b. Second postoperative day. Note crust- 
ing and edema. 


FIGURE 9. Severe active cystic acne vulgaris. 
a, c and e. Before planing. 


b, d and f. Within one hour after planing. Note depth of de- 
fects. First planing effects marsupialization; cosmetic im- 
provement accomplished by subsequent planings. 


FIGURE 8. Pyoderma faciale type of acute cystic acne vulgaris. 


c. Fifteenth postoperative day. 
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FIGURE 10. Deep-seated type of acne 
scarring, with tunnels, bridges and con- 

necting pits. 

a. Before planing. 

b. Six weeks postoperatively. Note mul- 

tilayered character of scar tissue, re- 

quiring multiple planings. 


c. Bridges. 


FIGURE 11. Deep, irregular acne sears and frown wrinkles. 
a and b. Before planing. 


c and d. Six months after planing. 


b 
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riGURE 13. Pock sears and wrin- 
kles in a 54 year old woman. 


a and b. Before planing. 


« and d. Three months after 
planing. Change in facial expres- 
sion about the eyes and mouth, 
reflecting a more cheerful out- 
look, is striking. 


FIGURE 14, Operative scar from excision of a cyst in 


acne-scarred skin. 


a. Before planing. 


b. Five months after second planing. 
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FIGURE 12. Pock 
scars, 


a and b. Before 
planing. 


c and d. Six months 
after planing. 
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FIGURE 15. Punch replace- 
ment grafts are necessary 
for icepick scars that are 
not amenable to planing. 
Six to eight weeks later 
these sites may be success- 


fully planed. 


661 


| 
j 
bs 


FIGURE 17. Tattoo of face from diffuse explosive 
powder markings sustained in an accident three 
months previously. 


a. Before planing. 


b. Seven months after planing. The lips, which 
were not planed, remained discolored. 


FIGURE 16. Traumatic scars of 
forehead. 


a and b. Before planing. 


ce. Eight days after planing, 
sears are much less noticeable. 


d. Fourteen months after plan- 
ing, scars are barely detectable. 
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FIGURE 18. The most ideal histologic site 
for planing is the nose, where deep in- 
vaginations of the follicular appendages 
enhance epithelial regeneration. 


a and b. Rhinophyma and chronic dis- 
coid lupus erythematosus, before planing. 
ec and d. Ten weeks postoperatively. 


FIGURE 19, Sebaceous cysts of postauricular region. 


a. Before planing. b. Immediately after planing. 
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Six weeks after planing. 


663 


| > 
| 
. 


FIGURE 20. Pigmented nevus of face 
of six year old boy. 


a. Before planing. Planing was sug- 
gested when a playmate accidentally 
removed part of the nevus with a 
linear scratch by the fingernail. 


b. Seven months after planing, no 
residual scarring is seen. 


FIGURE 21. Chronic hidrad- 
enitis suppurativa axillaris 
in a 28 year old Negress. 

a. Before planing. 


b. Three weeks after plan- 
ing process. 


c. Six weeks after planing. 


d. Three months after plan- 
ing process. 
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FIGURE 22. Basal cell 
epithelioma of 


cheek. 
a. Before operation. 


b. Grafted site im- 
mediately after 
punch excision and 
replacement. 


c. Graft 10 days 
after operation, 
showing discolor- 
ation. 

d. Graft six weeks 
after operation. 
Note elevation of 
tissue. 


e. Graft immediate- 
ly after planing. 


f. Graft two months 
after planing. 
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POSTOPERATIVE CARE 


Printed instructions are given to the patient before he leaves the office. 


Immediately after thawing occurs, a relatively small amount of blood will ooze 
from the planed area, followed by a serous discharge for 20 to 30 minutes. During 
this time the patient remains in the recovery room, blotting the area. 


Healing is hastened by exposure to the drying action of the air. 


e Little local medication is used. Prophylactic systemic antibiotic medication is 
not routinely administered. 


Only temporary sterile gauze dressing is applied if the patient can go directly 
home from the office. 


Sterile petrolatum dressings or Telfa nonadherent strips are used if the patient | 
is delayed in going home. 


Dressings are removed when the patient reaches home. 


Aspirin or, if necessary, Demerol hydrochloride will alleviate any discomfort. 
Heavy sedation should be avoided. 


Crusts, which form on the fourth or fifth day, are loosened by the application of 
sterile petrolatum. 


Washing with soap and water on the sixth to eighth day removes crusts. 
Most patients may resume their usual activities by the tenth to fourteenth day. 
A variable amount of erythema may persist for several weeks. 

Replaning, if necessary, is performed after three months. 


RESULTS 


Improvement of 40 to 60 per cent after first planing. 
Decreased percentage of improvement with subsequent planings. 
Response varies with site as well as type, duration and depth of defect. 


Although miraculously “‘new” skin is not achieved, results are striking and are 
8 y 
extremely gratifying to the patient. 


CONCLUSIONS 


1. Dermal planing, although not a panacea for every cutaneous defect, is the 
procedure of choice today for improvement of acne scars and certain other cosmetic 
defects. 


2. Additional improvements in technic and results will inevitably accompany 
os wider use of this procedure. 


> 3. Its combination with other forms of therapy may prove advantageous. 

4, Further studies are to be encouraged in regard to time required for healing. 
pe sources of regenerative tissue, comparative anatomy of various sites, physiology of 
er appendages, chemistry of epidermal and dermal cells, growth of certain skin tumors, 
and effect of hypothermia on the skin. 
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CLINICAL STUDY 


Medihaler® Therapy for 
Bronchial Asthma 


A NEW TYPE OF AEROSOL THERAPY 


TOBY FREEDMAN 


Medical Department, North American Aviation, Inc., Los Angeles 


Urivization of the 
pulmonary route for 
the administration of 
therapeutic agents 
dates back to the use of 
steam inhalation, which 
has been described in 
ancient medical rec- 
ords. Aerosol therapy, 
in which the medica- 
ment is administered 
as nebulized particles. 
is a product of the twentieth century, and it 
has been subjected to extensive and meticu- 
lous investigation in recent years.' 

Since aerosol therapy allows application of 
medicinal agents directly to the organs in 
need of treatment, it represents a simple meth- 
od for the self-administration of certain drugs 
to the lungs without resorting to expensive or 
painful procedures. It therefore has been 
widely used in the treatment of respiratory 
diseases.“ These diseases frequently are as- 
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sociated with excessive and tenacious accumu- 
lations of mucus within the bronchial tree. 
The patients are unable to expel these secre- 
tions as a result of overstimulation and weak- 
ening of the cough reflex. These retained 
secretions may lead to collapse of the lung 
segments and infection. In the presence of 
these complications, oral or parenteral ther- 
apy is relatively ineffective, and direct attack 
by aerosol therapy is indicated. Bronchodilat- 
ing agents are particularly suited for this type 
of therapy, and aerosols of the proved sym- 
pathomimetic drugs epinephrine and isopro- 
terenol hydrochloride are routinely used for 
the relief of bronchospasm and to promote ex- 
pectoration in cases of bronchial asthma and 
chronic emphysema.” 

The present report is based on a prelimi- 
nary clinical trial of a new method of aerosol 
therapy. the MEDIHALER®. The Medihaler rep- 
resents an improvement in aerosol nebuliza- 
tion. It was designed for the purpose of de- 
veloping the potential usefulness of the lungs 
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for the introduction of drugs. The Medihaler 
provides an active agent in an inert propellant 
under pressure in a container with a specially 
constructed valve which permits administra- 
tion of a uniform dose regardless of the 
strength of the patient. The medicament is 
forced out of the valve into the chamber of 
a plastic adapter, passing through an orifice 
which controls nebulization. When the adapter 
is placed between the patient’s lips, a single 
dose is released by pressing the bottle of me- 
dicament against the adapter. At the same 
time, the patient inhales and draws the nebu- 
lized medicinal agent down the trachea. 

Two types of Medihalers are available. 
Medihaler-Epi is a 0.5 per cent aerosol solu- 
tion of epinephrine in an inert propellant. 
With a maximal inspiration, 0.125 mg. of 
epinephrine is delivered from the orifice of 
the adapter. Medihaler-Iso is a 0.25 per cent 
solution of isoproterenol hydrochloride in an 
inert propellant. With a maximal inspiration, 
0.06 mg. of isoproterenol hydrochloride is de- 
livered from the orifice of the adapter. 


Procedure 


A group of patients was selected from those 
attending the Allergy Clinic of the Southern 
California Permanente Medical Group. All of 
them were currently undergoing treatment for 
asthma. Most of them had severe asthma and 
were considered typical of such patients seen 
in everyday practice. Selection, however, was 
slanted to include some of the most refractory 
and difficult to manage patients who had not 
responded to any type of treatment. Two of 
the patients (cases 15 and 23) also had chron- 
ic pulmonary disease. Since all of the patients 
regularly had used the available medicinal 
agents and ordinary nebulizers on the mar- 
ket, they were able to judge fairly the com- 
parative efficacy of the Medihalers. They had, 
moreover, an intense interest in their disorder 
and the desire to cooperate fully in testing a 
new therapeutic measure for treating it. 

Forty-two patients participated in the pre- 
liminary clinical trial with the Medihaler* 
*Medihalers used in this study were supplied through 


the courtesy of the Riker Laboratories, Inc., Los An- 
geles, California. 
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over a period of five months. At the time this 
paper was written, the majority of the pa- 
tients had been using the Medihaler for sever- 
al months. Of the 42 patients, 24 were males 
and 18 were females. The ages of the patients 
ranged from 4.5 to 61 years. 

Since the valve and shape of the Medihaler 
were said to have been designed to relieve the 
average asthmatic patient with one or two 
inhalations, the patients were given specially 
designed cards so that they could record the 
actual number of inhalations required to con- 
trol an attack. The patients also were asked 
to record their personal reactions to the Medi- 
haler, and their comments are an interesting 
supplement to the professional impressions 
regarding the clinical results obtained. 


Results 


Thirty patients reported that they obtained 
good to excellent relief of symptoms, and five 
said that they obtained fair relief (table 1). 
Seven patients said that they were unable to 
obtain adequate relief. This response to Medi- 
haler therapy is remarkable in view of the 
fact that most of the patients had failed to 
respond satisfactorily to other commonly em- 
ployed therapeutic measures. The results are 
particularly impressive when one considers 
that many of the patients had become extreme- 
ly critical of all medical treatment, and some, 
at least, were emotionally predisposed to ac- 
cept the role of chronic invalidism. 

None of the patients experienced any seri- 
ous ill effects from Medihaler therapy. A few 
reported the occurrence of side effects such 
as nausea, headache and irritation of the lips. 
tongue, throat or stomach, but none of these 
effects was severe. 

The following case report exemplifies the 
enthusiasm of the patients regarding their re- 
sponse to Medihaler therapy. 

Case 25—A boy, aged 10.5 years, was 
brought to the Allergy Clinic on January 20. 
1956, because of severe attacks of asthma 
which had been occurring for seven years. At 
times, the attacks had been seriously inca- 
pacitating. The usual conservative measures. 
such as the avoidance of allergens. had been 
ineffective. Theophylline, ephedrine and phe- 
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nobarbital had proved unsatisfactory, as had 
several commercial preparations. Epinephrine 
usually had been effective in relieving the 
asthmatic attacks. 

There had been a definite increase in the 
frequency of the attacks associated with exer- 
tion and during the fall; in addition a psy- 
chogenic factor was also present. The patient 
appeared to have a number of emotional prob- 
lems, which increased the frequency of the 
attacks. This increase in the frequency of the 
attacks aggravated his emotional state. This 
emotional turmoil also was reflected by the 
patient’s mother, whose anxieties centered on 
her son’s health. The patient had received psy- 
chiatric treatment, but it was ineffective. at 
least insofar as his asthma was concerned. 

Pending the use of specific hyposensitiza- 
tion therapy, the use of Medihaler-Iso was 
started on February 7. After the patient had 
used Medihaler-Iso for two months, he said 
that it was more effective than any other type 
of therapy that had been used previously. It 
produced effective and immediate relief of 
symptoms, and asthmatic attacks were stopped 
before they became severe. Two inhalations 
usually sufficed, and this therapy was most 
useful in controlling attacks which occurred 
at night. 

The importance of psychogenic factors in 
the cause and course of asthma is well recog- 
nized. It is interesting to note the following 
comment by the patient’s mother regarding 
the effect of Medihaler-Iso on the psycho- 
genic factors in this case: 

“We have found it to be the most help of 
any and all medications A has ever used 
for seven years. He had been without any kind 
of medication that would stop the asthmatic 
attacks for many months. The fact he has 
something to use that he knows has helped and 
will help him has been simply wonderful. 
There are so many things that he can enjoy 
and he is more relaxed, a happier child. He 
doesn’t have to use it often now, in fact only 
once in the last two weeks. It seems to me, 
like this, knowing it can be checked he is not 
so tense or uneasy, so he doesn’t have it so 
bad or so often. We do want him to con- 
tinue using the Medihaler. Surely would hate 
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to have to do without the Medihaler now.” 

A final comment was made by the physician 
who treated the patient at the clinic. “The 
one thing A~———~ and his mother are agreed 
on is the Medihaler.” 


Comment 


In keeping with the basic principle of uti- 
lizing the simplest type of therapy that will 
produce symptomatic relief with the least 
amount of medication, the Medihaler has 
proved very effective in the treatment of 
asthma. In discussing their reactions to the 
Medihaler, the patients in general stressed 
their appreciation of a controlled dose, the 
ease of administration, and the effectiveness. 
These advantages are particularly desirable in 
cases in which the patients are young children 
or persons who are too weak to squeeze a 
hand pump sufficiently. Another advantage of 
the use of the Medihaler in the treatment of a 
young child is that it is an acceptable method 
for aborting severe attacks and for avoiding 
undesirable systemic effects of parenteral or 
oral therapy. 

In using the Medihaler to treat office pa- 
tients who were actively wheezing, I have 
observed that the medicament is easy to ad- 
minister and that beneficial results are ob- 
tained promptly. A surprisingly short time is 
required to teach even a youngster how to 
use this device properly. This is time well 
spent because poor results not infrequently 
are caused by failure of the physician to in- 
struct the patient in the use of the Medihaler 
and to stress the importance of synchroniza- 
tion of inspiration with the administration of 
the dose. 

Although they are not necessarily pertinent 
to this report on therapeutic efficacy, several 
other advantages of the Medihaler were great- 
ly appreciated by the patients. The medica- 
ment cannot be spilled, the plastic adapter is 
unbreakable and easy to clean, and the whole 
unit is convenient for carrying in a pocket or 
handbag. These advantages will be appreci- 
ated by any physician who has been offended 
by the inklike appearance of the solution in 
the atomizer of a patient who has chronic 
asthma. 
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Hines, Illinois 


Case Report 


A 60 year old white man, a painter and 
decorator, entered the hospital with acute ab- 
dominal pain. Except for anorexia of three 
weeks’ duration he had been well until three 
days previously when he began to have sev- 
eral loose stools daily. On the day prior to 
admission he vomited three times—a “slimy 
white material.” The following morning he 
experienced a gradual onset of periumbilical 
pain which later became more pronounced in 
the lower part of the abdomen. The pain was 
continuous but with cramping accentuations 
accompanied by loose, watery stools. Ten 
hours prior to admission he noted a mass in 
the right lower quadrant. His local physician 
gave him sedation, but it did not provide re- 
lief and he arrived at the hospital in agony. 

His past history disclosed that he had had 
constipation for many years. He was hospital- 
ized at this hospital in 1945 because of sciatic 
neuritis which subsided after the removal of 
infected teeth. He stated that he smoked mod- 
erately but did not use drugs or alcoholic 
beverages. He had not had previous operations 
or venereal disease. 

The patient was a thin man, 69 in. tall and 
weighing about 140 lb. He was writhing 
in pain and appeared extremely dehydrated. 
His temperature was 99° F., blood pressure 
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CLINICOPATHOLOGIC 
CONFERENCE 


Report From Veterans Administration Hospital 


160/96, and pulse rate 76 and regular. Ex- 
amination of the head and neck was essential- 
ly negative. His pupils were equal and reacted 
to light and accommodation. The teeth were 
absent. The chest appeared emphysematous. 
Resonance and breath sounds were normal. 
Heart tones were poorly heard. The second 
aortic sound was stronger than the pulmonary 
second sound. 

The abdomen was flat and soft. In the right 
lower quadrant there was a slightly tender, 
smooth, elongated, ovoid mass about 6 in. in 
length, described as relatively soft. Some ten- 
derness was noted over the entire abdomen, 
but rebound tenderness was not elicited. Bow- 
el sounds were normal. The liver and spleen 
were not felt. The genitalia appeared normal. 
Rectal examination revealed a normal pros- 
tate and a palpable nontender mass in the 
right side of the pelvis corresponding to the 
mass felt abdominally. 

When the senior surgical resident first saw 
the patient the abdominal mass was not easily 
delineated. After a few minutes he examined 
the patient again and a mass was visible as a 
fusiform, slight bulging in the right lower 
quadrant. On palpation it seemed larger and 
firmer than previously. 

Laboratory data—The red blood cell count 
was 4,480,000, hemoglobin 13 gm., and white 
blood cell count 15,000 with 90 per cent neu- 
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trophils and 10 per cent lymphocytes. Urinal- 
ysis revealed the following: color amber. re- 
action acid, specific gravity 1.025, albumin 
trace, sugar 1.5 per cent, acetone negative; a 
microcentrifuged specimen disclosed 3 white 
blood cells and an occasional red blood cell 
per high power field. The blood nonprotein 
nitrogen was 39.5 mg., carbon dioxide 26.6 
mg., blood sugar 110 mg. Serologic study was 
negative. 

An x-ray of the abdomen showed “several 
loops of ‘air-distended’ small intestine situ- 
ated in the left upper quadrant and in the 
mid-abdomen. Upright film was not made: 
therefore, it cannot be stated whether or not 
fluid levels were present. There was no dis- 
tention of the colon. The appearance sug- 
gested small bowel obstruction” (figure 1). 

The patient underwent operation about four 
hours after admission. 


Discussion by Surgical Consultant 


DR. JOHN OLWIN: There is no mention of 
blood in the several loose stools the patient 
had daily for three days. We do not know how 
much time elapsed between the onset of ab- 
dominal pain and admission, but it was possi- 
bly about 12 hours. We must remember that 
this was a cramplike pain, that there were in- 
tervals when it was more severe than it was 
at other times. So, it was probably the colicky 
type of pain seen in obstruction. The mass 
in the right lower quadrant may have been 
present longer than the 10 hours the patient 
mentioned. Apparently the diarrhea was of 
an acute nature. His occupation of painter 
suggests the possibility of some type of poi- 
soning—lead poisoning, particularly. The pos- 
sibility of adhesions, probably the most com- 
mon cause of obstruction, is not likely in view 
of the history (no surgery or abdominal in- 
fection). The laboratory reports did not men- 
tion stool examination. 

This resolves itself into a differential diag- 
nosis of a mass in the right lower quadrant. | 
think we should consider poisoning first, be- 
cause of the cramping abdominal pain and the 
patient’s occupation. However, the mass in 
the right lower quadrant probably should be 
the focus of attention, particularly since there 
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FIGURE 1. Abdominal x-ray showing obstructive gas pat- 
tern in left upper quadrant. 


are no other signs which would make us sus- 
pect plumbism. 

The first condition we should think of when 
we find a mass in the right lower quadrant 
of recent origin is appendiceal abscess. The 
onset here was not typical of acute appendi- 
citis; diarrhea and cramping pain do not speak 
for appendicitis. The mass was of recent ori- 
gin, and the onset of the whole picture is too 
recent for the usual appendiceal abscess. 

Such a mass in a 60 year old person should 
make us think early of a carcinoma of the 
cecum. The onset does not suggest carcinoma. 
Carcinoma of the cecum ordinarily is discov- 
ered late. Some of the first symptoms that 
bring a patient with that condition to the 
doctor, as you know, are weakness, general 
fatigue and loss of weight, and one of the 
outstanding findings is a severe anemia from 
blood loss. Obstruction is not a usual finding 
in carcinoma of the cecum, so that in this 
case, that of a 60 year old man with a mass 
in the right lower quadrant and a normal 
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FIGURE 2. Gross specimen removed at operation. Intussus- 
ception has been reduced. Gangrenous Meckel’s diver- 
ticulum is seen in upper right, and the ileocecal valve 
with gangrene is visible in the lower right. 


blood count, we can pretty well rule out cecal 
carcinoma. 

Amebic colitis must be considered. Ame- 
biasis usually does not have this acute picture. 
During the 1933 epidemic of amebiasis in 
Chicago, a lot of patients with amebic colitis 
were operated on for acute appendicitis. Many 
were young persons, and some of them died. 
Amebiasis usually manifests itself as a vague 
abdominal pain or discomfort with a lot of 
distention or flatus, and it is usually picked up 
by the internist. The mass should be much 
more tender if it were colitis, and ordinarily 
it would not be as prominent, as easily felt 
or as large. 

Another thing we might consider is an om- 
phalomesenteric duct cyst. That is unusual, of 
course, but I have seen one and [| thought it 
was carcinoma. The patient was 77 years old. 
She had a mass in the right lower quadrant 
and an x-ray diagnosis of carcinoma. She did 
not want surgery at that time, and I had to go 
out of town for a few days. When I came back 
the mass was gone. That aroused my curiosity 
and I found that an omphalomesenteric duct 
cyst not infrequently behaves in such a way. 
It is a painless mass in the right lower quad- 
rant. It will often disappear, particularly with 
a lot of palpation. It is a curiosity, and was 
not what was present in this man. It is one of 
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the conditions in the differentiation of a mass 
in the right lower quadrant. 

A volvulus of the cecum is another possibil- 
ity, and | think we must consider that condi- 
tion here. The cecum ordinarily is not the site 
of a volvulus, which occurs more commonly 
on the left side; it would have to be a fairly 
mobile cecum for a volvulus to occur on the 
right, but it could do so. This is apparently a 
small bowel obstruction of a very early nature. 
and it is not impossible that the mass that ap- 
peared could have been a volvulus, and the 
obstruction could follow that. The loose stools 
for three days prior to admission would not be 
a part of that picture, in all probability, unless 
there was a more active bowel. Increased ac- 
tivity might contribute to a volvulus. It is 
something we must consider. 

Another possibility is a benign tumor, a 
leiomyoma. However, a leiomyomatous mass 
of this size would have been present for some 
time and the patient probably would have felt 
it himself, 

A retroperitoneal tumor in this area, possi- 
bly a lymphoma, probably would give signs 
of vascular interference before it was palpa- 
ble. These tumors arise posteriorly out of the 
pelvis and may interfere with the return cir- 
culation of the leg, and sometimes a diagnosis 
of phlebitis or phlebothrombosis is made be- 
fore the tumor is felt. It is embarrassing in 
such instances to find later on that the diag- 
nosis is retroperitoneal tumor, but I do not 
know any way of diagnosing it until it does 
show itself and can be palpated. 

There is a final possibility. | think prob- 
ably this patient had an intussusception, pos- 
sibly a food poisoning of some sort producing 
an overly active bowel, and possibly a polyp 
in the small bowel which, under severe active 
peristalsis, caused the small bowel to intussus- 
cept into the cecum and produced the mass 
that was palpable that morning by the patient 
and was felt by the examining physicians here. 
Intussusception is rare in patients of this age. 
Probably 90 per cent occur in the first two 
years of life and it would be unusual to find 
an intussusception in a patient of this age. 
but it is not impossible. 

The facts that the mass was a recent find- 
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ing and that it seemed to enlarge would speak 
in favor of an intussusception. The loose stools 
would fit into the picture. We might expect 
blood in the stools—-bright red blood and per- 
haps some old blood. That may have been 
present, but it is not mentioned. | think the 
small bowel picture we saw here was an early 
small bowel obstruction on the basis of an in- 
tussusception. The vomiting probably was a 
reflex affair, when the obstruction had not yet 
made itself felt in the upper reaches of the 
gastrointestinal tract. 

PATHOLOGIST: Dr. Caserta will tell what 
was done at operation. 

DR. CASERTA: I was first called down to see 
this patient about 7 o’clock in the evening. 
The residents were anxious that | do some- 
thing immediately. | thought we should have 
some laboratory work-up first, so we obtained 
x-rays and the blood chemistry. First I ex- 
amined him rather carefully, because I had 
been told that he had a mass in the right lower 
quadrant. | went over him as carefully as I 
possibly could. and I was sure in my mind that 
1 did not feel a mass, either rectally or ab- 
dominally. The physical examination was en- 
tirely negative except for slight tenderness. 

Two hours later | was called back. | was 
told that while the patient was on the x-ray 
table this mass was seen to rise out of the 
abdomen. | went back to see him and, sure 
enough, there was nothing palpable again, and 
| thought someone was pulling my leg. But | 
felt around for a few minutes, and during this 
time the patient lay there very quietly—in 
fact, was asleep. | had to arouse him after | 
went back to move him. | was sitting by the 
bed looking at the abdomen and, sure enough, 
the mass could be seen, and it was rather ten- 
der when I palpated it. 

We thought perhaps this might be a volvu- 
lus, and we did not rule out that possibility 
before he went to surgery. We thought of an 
intussusception, but we did not think it prob- 
able, because blood was not noted on the ex- 
amining finger or in the stool. 
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At operation, the ascending colon had a 
very thick, gooey feel all the way from the 
cecum to the hepatic flexure and over onto 
the transverse colon. On further examination 
we found that the small bowel had telescoped 
into the cecum and colon. We thought we 
could reduce this intussusception by manipu- 
lating it, and we went as far as we could with- 
out tearing off the bowel. At that point we 
knew we were defeated as far as any conserva- 
tive type of therapy was concerned, so we re- 
sected the involved ileum and ascending colon 
and established an ileotransverse colostomy. 

We opened the bowel and discovered that a 
Meckel’s diverticulum (figure 2) had invagi- 
nated into the small bowel, telescoping itself 
into the terminal ileum, and in turn the termi- 
nal ileum was telescoped into the ascending 
colon to the hepatic flexure. The area of the 
ileocecal valve was gangrenous. 

The patient got along very well after the 
operation except for diarrhea which could not 
be controlled. He was unable to put on any 
weight. A follow-up barium enema study was 
done, with completely negative findings. | do 
not know whether it was just the type of food 
he had been eating or whether that is part of 
the picture after an anastomosis of ileum and 
transverse colon. 


Anatomic Diagnosis 


1. Meckel’s diverticulum. 

2. Intussusception with gangrene. 

PATHOLOGIST: According to Morris Jack- 
son’s “Anatomy,” Meckel’s diverticulum can 
be found anywhere from 15 to 360 cm. above 
the ileocecal valve, on the antimesenteric bor- 
der, may approach the diameter of the ileum. 
and varies anywhere from 1 to 15 em. in 
length. It is a residual of the embryonic yolk 
stock, also called the vitelline duct or the om- 
phalomesenteric duct. Every once in a while 
these diverticula have ectopic gastric mucosa 
and occasionally a peptic ulcer occurs. More 
rarely, aberrant pancreas is present, and very 
rarely carcinoma has been described. 
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ditortals 


THE HISTORY OF TENSION 


Ar a conference on “Meprobamate and other 
agents used in mental disturbances.” held in 
New York under the auspices of the New York 
Academy of Sciences. Mr. Aldous Huxley. one 
of the most distinguished novelists and essay- 
ists in our time. discussed the history of ten- 
sion. Strangely. the word “tension” is defined 
in the medical dictionaries only in the physi- 
cal sense, except that “premenstrual tension” 
includes both physical and mental symptoms. 
Already the word has come into common use 
and is defined in Webster’s dictionary as “*men- 
tal strain, nervous discontent. and anxiety.” 

Mr. Huxley points out that tension is a 
psychosomatic illness. but that some of its 
causes lie within the public domain. “Ten- 
sion,” he says. “arises in persons who, because 
of some congenital or acquired weakness, are 
unable to cope with certain distressing situa- 
tions. These distressing situations are produced 
by conflict between the fundamental drives to 
self-affirmation and sex.” He has observed that 
tension arises under all cultural conditions 
and that fundamentally similar devices for its 
relief have been developed in all societies of 
which we have any knowledge. Mr. Huxley 
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conceives that the human being is condemned 
to live in a state of chronic dissatisfaction. 
constantly pining for something which he 
can never have. He wants to be an individual 
and yet. at the same time. he wants to merge 
with the herd. 

The primary purpose of the conference was 
to present all important evidence thus far avail- 
able on the effects of tranquilizing drugs, and 
particularly meprobamate, (MILTOWN®, EQUA- 
nit®). Mr. Huxley pointed out that pharma- 
cology is older than agriculture and that all 
the natural-growing sedatives, narcotics, eu- 
phoriants, hallucinogens and excitants were 
discovered thousands of years ago. Primitive 
man experimented with every root, twig. leaf 
and flower, every seed, nut, berry and fungus 
in his environment. Significant of the Huxley 
manner of expression was, “There were dope 
addicts long before there were farmers.” 

From earliest times one of the most impor- 
tant tension-relieving drugs has been alcohol. 
Its initial stimulating effect is not, of course. 
tranquilizing. The person who takes a drug 
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to relieve tension and to produce a feeling of 
confidence is not usually concerned with prob- 
lems of toxicology or addiction. 

Passing from the effects of alcohol, which 
releases tension chemically, Mr. Huxley spoke 
of the effects of the crowd. He emphasized 
that individuals in a crowd are different from 
and in every respect worse than individuals in 
isolation or in purposive and organized groups. 
A man in a crowd loses his personal identity 
and that, of course. is why he likes to be in a 
crowd. In a crowd a person loses reasoning 
power and the capacity for choice. His sug- 
gestibility increases until he no longer has 
any judgment or will of his own. Persons in a 
crowd become subject to rage, enthusiasm and 
panic and may do violence not only to others 
but sometimes to themselves. Thus Huxley 
finds that a man in a crowd behaves as though 
he had swallowed a large dose of a powerful 
intoxicant. 

Turning from history and its psychologic 
interpretation to modern times, Mr. Huxley 
stated that “the problem of tension will be 
completely solved only when we have a_per- 
fect society—that is to say, never. Meanwhile 
it always remains possible to find partial solu- 
tions and temporary palliatives.” 

This led Huxley to recommend a _ process 
Professor Hornell Hart has called “‘autocondi- 
tioning” which means practicing mental hy- 
giene. He concluded that we can try to make 
our world a little safer for rationality and de- 
cency by a number of processes: 


... We can give our children lessons in the 
elements of general semantics. We can tell 
them about the frightful dangers of intellectual 
sin, we can make their flesh creep by a recital 
of the disastrous consequences to societies and 
to individuals of rabble-rousers. oversimplifi- 
cation, overgeneralization and overabstraction. 
We can remind them to live in present time 
and to think concretely and realistically. in 
terms of observable fact. We can unveil the 
absurd and discreditable secrets of propagan- 
da, and illustrate our lectures by examples 
drawn from the history of polities, religion 
and the advertising industry. 


Some years ago in his novel “Brave New 
World” Huxley conceived of a tranquilizing 
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drug which would accomplish equanimity for 
mankind. He is now convinced that, in the 
near future, pharmacologists will discover new 
methods for changing the quality of conscious- 
ness. He continues: 


So far as the individual human being is 
concerned, these discoveries will be more im- 
portant, more genuinely revolutionary, than 
the recent discoveries in the field of nuclear 
physics and their application to peacetime 
uses. If it does not destroy us. nuclear energy 
will merely give us more of what we have al- 
ready —cheap power. with its corollary of more 
gadgets. larger irrigation projects, more efh- 
cient transportation, and so forth. And it will 
give us these things at a very high price—an 
increase in the amount of harmful radiation. 
with its corollaries of harmful mutations and a 
permanent fouling of man’s genetic pool. But 
the pharmacologists will give us something 
which most human beings have never had be- 
fore. If we want joy. peace and loving-kind- 
ness. they can give us loving-kindness. peace 
and joy. If we want beauty, they will trans- 
figure the outside world for us and open the 
door to visions of unimaginable richness and 
significance. If our desire is for life everlast- 
ing. they will give us the next best thing 
aeons of blissful experience miraculously tele- 
scoped into a single hour. And they will be- 
stow these gifts without exacting the terrible 
price which, in the past. men had to pay for 
resorting too frequently to such consciousness- 
changing drugs as heroin or cocaine or even 
that good old stand-by, alcohol. Already we 
dispose of hallucinogens and tranquilizers. 
whose physiological price is amazingly low. 
and there seems to be every reason to believe 
that the consciousness-changers and_ tension- 
relievers of the future will do their work even 
more efficiently and at even lower cost to 
the individual. Human beings will be able to 
achieve effortlessly, by harmless difficulty, by 
self-control and spiritual exercises, or at ruin- 
ous cost by dangerous and degrading poisons. 


Who can anticipate the ultimate effects of 
such tranquilization on society? Perhaps the 
ultimate effect of tranquilizing drugs will be 
such a lessening of individual tensions that 
wars will become impossible, nervous break- 
downs unknown, and divorce inconceivable. 
Certainly war, mental breakdown and divorce 
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arise primarily from tension. “All that one can 
predict with any degree of certainty.” says 
Mr. Huxley, “is that many of our traditional 
notions about ethics and religion, many of 
our current views about the nature of mind, 
will have to be reconsidered and re-evaluated 
in the context of the pharmacological revolu- 
tion. It will be extremely disturbing: but it 
will also be enormous fun.” 
MORRIS FISHBEIN 


PERINATAL MORTALITY 


The birth of a child is surrounded with haz- 
ards, and his early days are difficult. About 
136,000 infant deaths occur each year in the 
perinatal period and 67,000 of these are live- 
born children who die before they are one 
week old. Each phase in the period of child- 
birth is now subject to intensive study: fetal 
deaths, neonatal and perinatal mortality. By 
contrast with perinatal, the neonatal deaths in- 
clude those of infants up to one month old: 
postnatal deaths are those occurring from the 
second to the twelfth month of life. The ma- 
jority of fetal deaths and two-thirds of the 
early neonatal deaths are associated with pre- 
maturity. 

One of the difficulties associated with lower- 
ing still further the number of deaths occur- 
ring near the time of birth is failure to deter- 
mine with greater exactitude the causes of 
such deaths. Death of the infant in childbirth 
may be due to placental and cord conditions. 
congenital malformations, difficulties with 
labor, or diseases of the mother, but a high 
percentage are simply labeled as due to ill- 
defined or unknown causes. Neonatal deaths 
are ascribed to prematurity, asphyxia, birth 
injuries, blood dyscrasias, or other ill-defined 
diseases. Investigations by the Metropolitan 
Life Insurance Company' indicate that peri- 
natal mortality decreases strikingly as weight 
at birth increases. Death rates in the perinatal 
period are especially high for first-born infants 
of mothers more than 40 years old. The rates 
are higher in the lower socioeconomic groups 
and higher for boys than girls. Apparently the 
nutritional state of the mother and the food 
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received during pregnancy influence the out- 
come of pregnancy. 

Among significant advances in medical sci- 
ence which have aided in preventing deaths of 
infants related to childbirth are blood trans- 
fusion and antibiotics. The remaining causes 
are being attacked through extension and im- 
provement of prenatal care. More and more 
hospitals are being supplied with adequate 
facilities for taking care of premature infants. 
A recent discovery of a steroid hormone useful 
in preventing premature births and habitual 
abortion may have notable effects in lowering 
still further the death rate due to prematurity. 

MORRIS FISHBEIN 
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NICKEL DERMATITIS 


A survey' in England has indicated that 
about 10 per cent of outpatients in the skin 
department of a general hospital had some 
form of contact dermatitis. Among these cases 
the incidence of sensitivity to nickel was high. 
Calnan* in Great Britain studied 400 women 
in whom contact with the buckles of stocking 
supports was the inciting agent. Frequently, 
secondary areas of inflammation appeared 
elsewhere on the body after the initial erup- 
tion. The bend of the elbow was the most fre- 
quent secondary site. 

Research has established that nickel passes 
into solution from a nickel coin or any nickel- 
plated material if this is placed in a syn- 
thetic mixture of materials that make up per- 
spiration.” 

In many instances the source of contact 
with nickel is costume jewelry which is nickel- 
plated or has a base of nickel alloy. Occasion- 
ally the contact is with nickel coins. 

Many solutions and creams have been de- 
veloped for protection against exposure to con- 
tact with nickel. The possibility remains that 
holders of plastic or other materials might be 
developed for use with stocking supports. 
However, manufacturers state that plastic ma- 
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terial is not good for this purpose since it 
tends to become distorted or contorted when 
exposed to heat during washing or cleaning. 
Because of the widespread use of nickel in 
many different ways, the subject is becoming 
increasingly important. Dermatologists in gen- 
eral are aware of the possibility, and general 
practitioners, who see the majority of these 
cases first, should also keep in mind the possi- 
bility that an eruption of unknown origin may 
represent a sensitivity to nickel. 
MORRIS FISHBEIN 
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MORTALITY AND MORBIDITY 
TRENDS SINCE 1900 


As a special project for the American College 
of Life Underwriters. Mr. Mortimer Spiegel- 
man,” associate statistician of the Metropoli- 
tan Life Insurance Company, has prepared a 
study of the trends in mortality and morbidity 
in the United States during the last 50 years. 

Evidence from fossils indicates that prehis- 
toric man lived an average of less than 20 
years. Few human beings in prehistoric times 
reached the age of 40. The average lifetime in 
ancient Rome was between 20 and 30 years. 
The twentieth century opened with an average 
of 49.2 years and the latest available data in- 
dicate present life expectancy to be about 70 
years. This gain has been brought about large- 
ly by the conquest of the great infections and 
plagues of previous centuries. A detailed anal- 
ysis of the data indicates that women have in 
general a lower mortality rate than men, ex- 
cept for the main reproducing ages. At birth 
the life expectancy for white women rose from 
51.1 years in 1900 to 73.6 years in 1954, an 


“SPIECELMAN, Mortimer: Significant mortality and mor- 
bidity trends in the United States since 1900 (revised 
1956). American College of Life Underwriters, 1956. 
(Copies of the complete report may be obtained from 
Educational Publications Department, American College 
of Life Underwriters, 3924 Walnut Street, Philadelphia 
4, Pennsylvania.) 
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increase of 22.5 years. The corresponding 
gain for white men was 19.2 years. 

The level of mortality for the married is 
lower than that for the single in all age periods. 
Mr. Spiegelman conceives that the more favor- 
able mortality of the married as compared 
with the single is probably due to the fact 
that marriage is a selective process tending to 
leave persons in poor health in the single state 
and, second, that the married receive not only 
better care in illness but also better care to 
ward off illness. Whether the publication of 
these facts will lead to an increase in the mar- 
riage rate is doubtful. 

In the United States the most favorable 
mortality rates are in the west North Central 
division with the worst rates in the Mountain 
division. Obviously these rates are governed 
by the nature of the population, the amount 
of industrialization, the amount of urban popu- 
lation as compared with rural, and similar. 
factors. 

At this time the longevity record for the 
United States is among the best in the world. 
In the Netherlands, which is at the top of the 
list, the average lifetime is about two and a 
half years greater than that for white persons 
in the United States. The Scandinavian coun- 
tries have a somewhat better record than that 
of the United States. but Canada, England 
and Wales have about the same as this coun- 
try. In France the average lifetime is not quite 
three years less than ours. The situation in 
Latin America is improving but the poorest 
of all records is still that of Asia. 

A contrast of the leading causes of death in 
1900 with those in 1955 brings to light some 
startling facts. In 1900 the leading cause of 
death was pneumonia and influenza. with tu- 
berculosis second, diarrhea and enteritis third, 
diseases of the heart fourth, cerebral hemor- 
rhage, nephritis, accidents, cancer, diphtheria 
and meningitis following. By 1955 diseases of 
the heart had moved from fourth to first in the 
list of causes of death, and cancer from eighth 
to second. Accidents had moved from seventh 
to fourth. Pneumonia and influenza, which 
formerly were first, are now sixth, and tuber- 
culosis is no longer in the first 10. 

In searching for causes leading to this im- 
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provement, Mr. Spiegelman finds the chief 
contribution is that of the rapidly expanding 
economy: “Increased productivity has released 
manpower and wealth for the development of 
public health facilities. for the spread of medi- 
cal care services, and for the discovery and 
invention that have produced great advances 
in all fields of medical science.” The high 
standard of living with improvements in nutri- 
tion, cleanliness, environment, education, and 
opportunities for leisure and recreation plays 
a significant part in the great improvement in 
health that has taken place in our country. 

We stand on the threshold of new discov- 
eries which may lower mortality rates further. 
Already, in the United States, typhoid fever. 
smallpox and malaria have rates that are al- 
most negligible. Open cases of tuberculosis 
are seen infrequently. Meningitis is no longer 
the horror that it used to be. The problems 
for the future are concerned with the care of 
“the aged, the control of mental disturbances. 
the growing instances of widowhood, and the 
facilities for the care of chronic diseases. 

Mr. Spiegelman concludes: “The frequency 
of minor illness, disabling illness, chronic dis- 
ease, physical impairment. and _ invalidism 
must be brought to lower levels if our life- 
times, in addition to lengthening in years. are 
to become more fruitful to ourselves, our fam- 


ilies. and our community.” 
MORRIS FISHBEIN 


ANTON JULIUS CARLSON 


of the most inspiring and picturesque 
figures on the American medical scene during 
the last 50 years was Dr. Anton Julius Carl- 
son, Frank P. Hixon Distinguished Service 


Professor Emeritus and Chairman and Mem- 
ber of the Department of Physiology of the 
University of Chicago 1916 to 1940. Every 
student who had the opportunity to attend 
classes of Professor Carlson and every physi- 
cian who heard him speak before the many 
medical societies and scientific organizations 
of this country and abroad felt the impact of 
his personality. He was consumed by a flame 
which gave warmth to all in his vicinity, and 
the sparks of thought that leaped from that 
flame set fire to many a young investigator. 
At the University of Chicago on November 
3, 1956, memorial services were held for Dr. 
Carlson, following his death on September 2, 
1956. He was hailed by such speakers as the 
chancellor of the University. Lawrence A. 
Kimpton: the chairman of the department of 
surgery, Dr. Lester R. Dragstedt: the director 
of the Mayo Foundation, Dr. Victor E. John- 
son, and the chairman of the department of 
physiology, Dr. John O. Hutchens, as a cham- 
pion of intellectual freedom: as a scientist 
widely respected for his learning: as a man of 
eloquence which came from him abruptly, 
bluntly and with simplicity, and as a widely ad- 
mired leader in many phases of scientific ac- 
tivity. Strangely, not one of the speakers men- 
tioned his dislike for mysticism, fantasy and 
unthinking ritual. Whenever he sat in a com- 
mittee, a board or a council, he was wont in 
a sudden outburst to clear away unsupported 
beliefs, unthinking credulity and dubious con- 
cepts by incisive questions and sharp repri- 
mand. This phase of his character will never 
be forgotten by those who knew him best. His 
classic question: “What is the evidence?” has 
become a byword among medical scientists. 


MORRIS FISHBEIN 
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Actinomycosis. treatment. 19 

Addiction, prevention (editerial), 315 

Adrenals, dysfunction, diabetes mellitus and, 151: tumor. 
pheochromocytoma as cause of paroxysmal hyperten- 
sion, 638; tumors. surgical treatment. 399 

Aging. see Geriatrics 

Alcohol. methyl. poisoning. test for, A-42 ( Nov.) 

Allergy, asthma. 538: asthma, bronchial. care of pa- 
tients, 644: asthma. premenstrual tension and. A-26 
(July): attenuation in aged, 340: chronic diarrhea 
and, 332: dermatitis due to cosmetics. A-68 (Aug.): 
eczematoid dermatitis pregnant patient. A-24 
(July): hay fever treated with hydrocortisone snuff. 
\-72 (Sept.): nasal congestion and, 629: nasal. treat- 
ment, 501: nickel dermatitis (editerial). 680; reae- 
tions to antibiotics, A-36 (Aug.): sensitivity to wheat 
in children, A-54 (Oct.): urticaria associated with 
menstrual abnermalities and pregnancy. A-26 (July) 

\nemia. sickle cell, abdominal crisis in, 634 

Anesthesia. hypothermia in. A-72 (Sept.) : responsibility 
of surgeon. A-76 ( Aug.) 

Aneurysm. see Aorta: Carotid artery 

Ankle. effusion with nonspecific tenosynovitis. 365 

Anonymous letters. forensic medicine and, A-34 (Dec.) 

Antibiotics. abuse of. (-64 (Dec.): bacterial sensitivity 
to, test for, A-26 (Oct.): choice of, in common infec- 
tions, 483: reactions to, A-36 (Aug.): treatment of 
eye disease, 525: treatment of fungous diseases, 18: 
value in surgery, 319 

Anticoagulants. Dicumarol dosages, A-38 (Oct.) 
Antimony. poisoning. test for, A-42 ( Nov.) 

Aorta, abdominal, aneurysm and thrombotic occlusion 
of. 494; abdominal. ruptured aneurysm of, 634;  sur- 
gery of, 106 
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Appendicitis, acute, diagnosis, 505 

\ppendix, abscess, x-ray diagnosis, 554 

Arm, fracture, 430 

\rsenic, poisoning, test for, A-42 (Nov.) 

Aspergillosis, treatment, 25 

Aspirin, poisoning (editorial), 91; poisoning, test for, 
\-42 ( Nov.) 

Asthma, bronchial. aerosol treatment with Medihaler, 
667: bronchial. care of patient, 644; bronchial, new- 
er concepts, 538: premenstrual tension and, A-26 
(July) 


BACTERIA, sensitivity to antibiotics, test for, A-26 
(Oct.) 

BAL (British anti-lewisite), treatment of poisoning, 
4-46 ( Nov.) 

sarbiturates, poisoning, antidote for, A-46 (Nov.): poi- 
soning, tests for, A-40 (Nov.) 

BCG, see Tuberculosis 

Bezoars, x-ray diagnosis, 556 

Bile ducts, dyskinesia, treatment with Marplan, 521 

Bilharziasis. skin test, A-34 (Oct.) 

Bismuth, poisoning, test for, A-42 ( Nov.) 

Bladder. cancer, adenocarcinoma, 300; Hunner’s ulcer, 
treatment with hydrocortisone. A-64 (Dec.) 

Blastomycosis, treatment, 19 

Blood, see also Anticoagulants; dyscrasias due to anti- 
bioties, A-50 (Aug.); dyserasias, macrocytosis, A-58 
(July): fibrinogen, absence of, 389; gamma globulin, 
absence of, 95; lipids, sex function and, A-18 (Nov.) ; 
serum protein, analysis by paper electrophoresis. A-26 
(Nov.): tests, for serum bilirubin, A-62 ( Aug.) 

Blood pressure, high, benign (editorial), 312: high, 
paroxysmal, due to pheochromocytoma, 638 

Blood vessels, see also Aorta; Carotid artery: Veins; 
peripheral, disease treated with amnioplasty, A-54 
(Oct.): peripheral, disease, treatment of intermittent 
claudication and prevention of gangrene, 381: sclero- 
sis. fat consumption and (editorial), 193 

Book reviews, Adrenal function in infants and children; 
a symposium (Gardner), A-134 (Oct.); Advances in 
internal medicine (Dock: Snapper), A-134 (Nov.); 
Allergy in childhood (Glaser), A-138 (Nov.): Anato- 
my for surgeons: the thorax, abdomen and_ pelvis 
(Hollinshead), A-132 (Dee.): An atlas illustrating 
the topographical anatomy of the head, neck and 


683 


‘ 
| 
| 
| | 
| 
; 
| 
4 
‘ 
l 


trunk (Symington), A-104 (Sept.); Cancer of the 
lung (Rosenblatt; Lisa), A-112 (Aug.); Cardiac 
pressures and pulses: a manual of right and left heart 
catheterization (Luisada; Liu), A-130 (Dec.); The 
cervical syndrome (Jackson; Joplin), A-108 (Sept.) : 
oe Christopher’s textbook of surgery (Davis), A-104 
(July); Clinical electrocardiography: I. The arrhyth- 
mias, with an atlas of electrocardiograms (Katz; 
Pick), A-114 ( Aug.) ; Clinical hematology (Wintrobe). 
i A-130 (Oct.): Clinical chemistry: principles and pro- 
cedures (Annino), A-127 (Dec.); Clinical recogni- 
tion and management of disturbances of fluid balance 
(Bland), A-118 (Sept.): Clinical studies in neurology 
(Parker), A-134 (Oct.): Collagen diseases (Talbott: 
Moleres Ferrandis), A-104 (Aug.) ; “Controlled hypo- 
tension” in anesthesia and surgery (Little), A-112 
(Sept.): Cryptococcosis: torulosis or European blas- 
tomycosis (Littman; Zimmerman), A-136  (Nov.) ; 
Cytology of the blood and blood-forming organs (Bes- 
| sis: Ponder), A-126 (Dec.): Diseases of the chest 
(Hinshaw), A-127 (Dee.): The doctor in personal in- 
jury cases (Liebenson), 422; Electrocardiography: 
fundamentals and clinical application (Wolff), A-104 


ae (Aug.): Fluid balance handbook for practitioners 
(Snively), A-132 (Dee.): Handbook of physical ther- 

apy (Shestack), A-118 (Sept.): Impartial medical 


testimony (a report by a special committee of the Bar 

of the City of New York), A-52 (July); Integrated 

. gynecology: principles and practice (Rubin; Novak). 
A-110 (Aug.); The management of menstrual disor- 

ders (Fluhmann), A-136 (Oct.): Management of 

strokes (Sheldon), A-136 (Oct.): A manual of the 

common contagious diseases (Stimson; Hodes), A-130 

(Dec.); Mechanisms of congenital malformation 

(Wolff; Dancis; Reynolds; Smith), A-108 (July); 

Medical parasitology (Sawitz), A-112 (Sept.); Medi- 

tations on medicine and medical education, past and 

a present (Snapper), A-136 (Oct.) ; Mental health plan- 
ir ning for social action (Stevenson), A-104 (Sept.) : 
Migraine and periodic headache (Leyton), A-110 

(Aug.): Modern operative surgery (Turner: Rogers). 

A-112 (Aug.): The morphology of human blood cells 

(Diggs: Sturm: Bell), A-138 (Nov.): Multiple neuro- 

fibromatosis (Crowe; Schull; Neel), A-110 (July); 

Muscle testing: techniques of manual examination 

(Daniels; Williams), A-134 (Dee.); Natural child- 

birth (Atlee; Hamblen), A-126 (Dec.) ; The neuroses 

in clinical practice (Laughlin), A-100 (Sept.); The 

di neurosurgical alleviation of parkinsonism (Cooper), 
A-142 (Nov.); The nonvenereal diseases of the geni- 
tals (Callomon: Wilson), A-136 (Nov.) ; Noradrenal- 
ine; chemistry, physiology, pharmacology and clinical 
aspects (von Euler), A-132 (Oct.); Pediatric x-ray 
diagnosis; a textbook for students, and practitioners 
‘ of pediatrics, surgery and radiology (Caffey), A-104 
(July); Physical diagnosis (Major; Delp), A-130 
—" | (Oct.); The premarital consultation: a manual for 
# physicians (Stone), A-127 (Dec.) ; Principles of renal 
physiology (Smith), A-106 (July); Progress in hema- 
tology (Tovantins), A-138 (Nov.); Psychology, psy- 
chiatry and the public interest (Krout), A-118 (Dec.) ; 
Pie The psychopathology of children with organic brain 
ee disorders (Bender), A-106 (Aug.) ; Psychosomatic as- 
pects of surgery (Cantor; Foxe), A-112 (Aug.); The 
recovery room; immediate postoperative management 
(Sadove; Cross), A-134 (Oct.); The relief of symp- 
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toms (Modell), A-110 (July); Skin surgery (Ep- 
stein), A-112 (Sept.); The spine: anatomicoradio- 
graphic studies; development and the cervical region 
(Hadley), A-134 (Dec.) ; Surgery of the eye: diseases 
(Callahan), A-140 (Nov.); The surgical technic of 
abdominal operations (Spivack), A-106 (July); Text- 
book of medical physiology (Guyton), A-108 (July) ; 
Textbook of pathology (Bell; Clawson; McCartney). 
A-118 (Sept.) ; Textbook of urology (Marshall) A-140 
(Nov.); Virus diseases and the cardiovascular system 
(Lyon), A-142 (Nov.); The Year Book of endocrin- 
ology (1955-1956 Year Book Series) (Gordan), A-110 
(Aug.); Youth; the years from ten to sixteen (Gesell: 
Ilg: Ames), A-100 (Sept.) 


Brain, aneurysm of carotid artery, 280; disease, aseptic 


meningitis, A-74 (Nov.): inflammation, postvaccinal 
encephalitis, A-28 (Aug.); injury. see also Cerebral 
palsy: injury, traumatic, 427; surgery. results of pre- 
frontal leukotomy, A-64 (Dec.) 


Breast, cancer, liposarcoma, 160; cancer, treatment, A-76 


(Aug.) 


Bronchi, foreign bodies in, 619 
Burns, acute. treatment, 26; resulting from home acci- 


~ 


~ 
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dents, A-70 (Sept.) ; treatment, delayed, skin grafting, 
(Dec.): treatment, late, 232 


‘ANCER, botryoid sarcoma, x-ray diagnosis, 562; cyto- 


static agents and (editorial), 574: dis- 
ease, 439; lymphoma, treatment with prednisone, A-74 
(Dee.): of bladder, 300; of breast, 160: of breast, 
treatment, A-76 (Aug.); of intestine, surgery, 591: 
of lung, A-66 (Aug.): of mouth and neck, 283: of 
ovary. 393: of prostate, 8, 457: of retrocricoid region. 
\-22 (Sept.): of skin, melanoma, A-70 (Nov.):; of 
stomach, 406; of stomach, 456; of stomach, peptic 
ulcer and, 72: of thyroid, relation to irradiation (edi- 
torial), 446; of thyroid, treatment with radioactive 
iodine, 203: prevention (editorial), 313; surgery, 
present status of, 119 


‘andidiasis, treatment, 24 
‘arbon monoxide, poisoning, tests for, A-42 (Nov.) 


Carbon tetrachloride, toxicity as factor in liver disease, 


Carlson, Anton Julius, obituary (editorial), 682 


568 


Carotid artery, aneurysm, 280 


ase histories as legal evidence, A-46 (July) 


Cellulitis, postoperative, A-22 (Sept.) 
Central nervous system, see also Brain; Spine; damage 


due to antibiotics, A-50 (Aug.) ; disease, see also Mul- 
tiple sclerosis; Poliomyelitis; Syphilis; disease, Hunt- 
ington’s chorea, A-28 (Aug.); surgery, 276; trauma, 
see Spine 


Cerebral palsy, 524 


Chemoprophylaxis (editorial), 311 


Children, see Pediatrics 


Chlorpromazine, medication associated with jaundice. 
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Cholesterol, in blood, relation to thyroid function, A-24 


(July) 


Clinicopathologic conferences; reports from Veterans 


Administration Hospital, Hines, Illinois, 180, 300, 438. 
568, 674 


Coccidioidomycosis, treatment, 21 
Conception, prevention, dangers of intra-uterine pessary, 


A-22 (Dee.) 


Convulsions, see Epilepsy 
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Coroner's office, role of photography in, 415 

Coxsackie virus, as cause of myocarditis (editorial), 448 
Cryptococcosis, treatment, 23 

Cushing’s syndrome, see Adrenals 

Cytology. female neutrophils, A-46 (Sept.) 

Cytostatic agents, cancer and (editorial) , 574 


DIABETES mellitus, acidosis in, as cause of abdominal 
pain, 632; extrapancreatic factors in, 151; pregnancy 
and, A-28 (Aug.), 248; prevention (editorial), 314: 
treatment with orally administered drugs (editorial). 
576; treatment with sulfonamides, A-76 (Nov.) 

Diaphragm, sliding hiatus hernia, 49 

Diarrhea, chronic, 332 

Dicumarol., dosages, A-38 (Oct.) 

Diet. reduction, 451 

Diphenylhydantoin sodium (Dilantin sodium) treatment 
of epilepsy. 584 

Dizziness. see Vertigo 

Duke University School of Medicine, special articles, 1 

Duodenum. ulcer, see Peptic ulcer: inflammation treated 
with Marplan. 520 


EAR, disease as cause of vertigo. 490; external, inflam- 
mation associated with headache, A-28 (Sept.) 

Electrophoresis. paper, in serum protein analysis, A-26 
(Nov.) 

Epilepsy. petit mal, A-41 (Oct.): treatment with di- 
phenylhydantoin sodium, 584 

Ergotrate maleate, effect on infant. A-27 (Aug.) 

Esophagus. cancer, A-22 (Sept.): foreign bodies in, 
619; inflammation and ulcer, treatment with Marplan. 
519 

Estrogens. physiology and clinical applications, 224 

Eye, infection, treatment with antibiotics, 525 

Eyelids, disease, trichiasis, A-40 (Oct.) 


FATS, in blood, sexual function and, A-18 (Nov.); 
saturated and unsaturated, relation to blood vessel dis- 
ease (editorial), 193 

Fibrinogen. see Blood 

First aid, see Trauma 

Foot, deformity, spastic flatfoot, 468; strain and non- 
specific tenosynovitis, 365 

Foreign bodies, in air and food passages, 619 

Forensic medicine, anonymous letter cases, A-34 (Dec.) : 
industrial health services, A-34 (Sept.): medical 
case history in courtroom, A-46 (July); photography 
in coroner's office, 415: reactions to antibiotics, A-36 
(Aug.) 

Fractures, see Leg: Trauma 

Fungous disease, see also Histoplasmosis: of skin, tinea 
versicolor, 167: pulmonary and systemic, 18 


GALLBLADDER, calculi, relation to liver disease, 579; 
disease, jaundice and, 141 

Gamma globulin, absence of, 95 

Gangrene, see Blood vessels 

Gastrointestinal tract, spasm and hyperacidity, treat- 
ment with Marplan, 514 

Geotrichosis, treatment, 25 

Geriatrics, medical concepts of aging, 597; prevention 
of ill health in aged (editorial), 315; psychiatry and 
(editorial), 94 

—— Sir William, Queen’s obstetrician, obituary, A-62 
(Dec.) 
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Goiter, see Thyroid disease 

Gonzales, Thomas Arthur, obituary, A-44 (Dec.) 

Graves’s disease, see Thyroid disease 

Gynecology and obstetrics, professional organization in 
Spain, A-66 (Dec.) 

Gynecology, use of estrogens in, 224 


HAND, injuries, A-74 (Aug.) 

Hay fever, treatment with hydrocortisone snuff, A-72 
(Sept.) 

Heart, disease (editorial), 92; disease, coronary, as 
cause of abdominal pain, 631; disease, coronary, life 
expectancy after myocardial infarction, A-22 (Dec.): 
disease, coronary, myocardial infarction in young men, 
506; disease, coronary, prevention (editorial), 312: 
disease, coronary, with myocardial infarction and 
aortic embolism, 180; disease, myocarditis due to 
Coxsackie virus (editorial), 448; disease, rheumatic, 
spontaneous ‘sinus rhythm after years of atrial fibrilla- 
tion, 564; disease, subacute bacterial endocarditis, 
treatment with antibiotics, 487; electrocardiography. 
late changes in acute myocardial infarction, 376; fail- 
ure, congestive, prevention (editorial), 313; failure. 
congestive, treatment, 237; failure, congestive. treat- 
ment with aminometradine, A-70 (Aug.): surgery, re- 
cent developments, 103 

Hematuria, see Urine 

Hepatic, see Liver 

Herpes, virus (editorial), 195 

Histoplasmosis, clinical diagnosis, 349; diagnosis, 206: 
(editorial), 445; of lung, chronic, 125; treatment, 22 

History of medicine, congress on, A-80 (Nov.):  (edi- 
torial), 195 

Hobbies, therapeutic value, 331 

Hodgkin’s disease, see also Lymphoma: gastric involve- 
ment, 438 

Hormones, see Estrogens; Testes 

Hospitals, evaluation of service in (editorial), 196: per- 
sonnel problems in France, A-78 (Sept.) 

Huntington’s chorea, A-28 (Aug.) 

Hypertension, see Blood pressure, high 

Hypogonadism, see Testes 


IMMUNIZATION, active and passive (editorial), 311 

Industrial medicine, expectations and responsibilities, 
188; forensic aspects, A-34 (Sept.); occupational 
health in Finland (editorial), 450; poisoning hazards, 
\-38 (Sept.) 

Infants, see Pediatrics 

Infection, focal (editorial), 312 

Infection, parasitic, test for bilharziasis, A-34 (Oect.); 
superinfection patients given antibiotics, A-42 
(Aug.); treatment with streptokinase, 260 

Intermittent claudication, treatment, 381 

Internal medicine, congress on, A-80 (Nov.) 

Intestines, disease, as cause of chronic diarrhea, 332; 
foreign bodies in, 621; inflammation, x-ray diagnosis 
of mass lesion, 558; obstruction, 268; obstruction due 
to Meckel’s diverticulum with intussusception, 674; 
obstruction, strangulating, 132; parasites in, x-ray 
diagnosis of mass lesion, 558; spasticity, irritable 
colon syndrome treated with Marplan, 521; surgery, 
abdominoperineal proctosigmoidectomy with trans- 
plantation of transverse colon to anus, 591 

lodine. radioactive, in treatment of thyroid disease, 203 
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Irradiation, burns due to, 39; hazards in daily life. A-68 
(Sept.); relation to thyroid cancer (editorial), 446 


JAUNDICE, diagnosis, 141; extrahepatic, chlorpromazine 
as complicating factor, 370 


KELOIDS, postoperative, treatment, A-70 (Aug.) 

Kerato-acanthoma, A-72 (Nov.) 

Kidney, abnormalities, x-ray diagnosis, 561; damage due 
to antibiotics, A-46 (Aug.); disease, nephrotic syn- 
drome, A-26 (Sept.), 341; enlargement. hydronephro- 
sis, x-ray diagnosis, 550: Wilms’s tumor, x-ray diag- 
nosis, 547 


LABOR, complications, fibrinogenopenia, 388; compli- 
cations, puerperal fever, A-78 (Nov.) 

Laboratory notes, A-58 (July); A-62 (Aug.); A-46 
(Sept.); A-26 (Oct.); A-26 (Nov.); A-52 (Dee.) 

Laryngotracheobronchitis, acute, resuscitation in, 3 

Lead, poisoning, antidote for, A-44 ( Nov.) 

Leg, both-bone, fracture of, 407; fracture. with multiple 
trauma, 430 

Leukemia, as cause of abdominal mass, x-ray diagnosis. 
562 

Lichen planus, 167 

Lipids, see Fats 

Liver, cancer, hepatoma, 568; damage due to antibiotics. 
A-50 (Aug.); disease. as cause of intractable pruritus, 
A-24 (Dec.); disease, jaundice and, 141: disease, 
prevention, 579; function, test for serum bilirubin, 
A-62 (Aug.): inflammation, virus hepatitis. 581;  tu- 
mors, x-ray diagnosis, 557 

Lung, see also Bronchi: cancer, A-66 (Aug.); disease, 
see also Asthma; Histoplasmosis; Pneumonia; disease, 
chronic, care of patient, 647; emphysema, chronic, 
609: infection in patients with agammaglobulinemia. 
97 

Lupus erythematosus, discoid, 163; disseminated, preg- 
nancy and, A-38 (Oct.): identity of discoid and sys- 
temic types, 254; treatment, A-24 ( Aug.) 

Lymphoma, malignant. treatment with prednisone, A-74 


(Dee.) 


MALARIA, prophylaxis, A-18 ( Nov.) 

Marplan, approach to gastrointestinal spasm and hyper- 
acidity, 514 

Masks, use by mothers during infant feeding, A-28 
(July) 

Mastocytosis, A-68 (Nov.) 

Medical education, in Swiss universities, A-66 (Oct.) : 
specialist plus family physician in postgraduate edu- 
cation, 305 

Medicine, world-wide unity of (editorial), 573 

Medihaler therapy for bronchial asthma, 667 

Meniére’s disease, 489 

Meningitis, aseptic, A-74 (Nov.) 

Menstruation, abnormal, associated with urticaria, A-26 
(July); excessive, 241; painful, psychiatric aspects, 
532; premenstrual tension, asthma and, A-26 (July) 

Mental disorders, see also Psychosomatic medicine; in- 
security in “spoiled” children, A-68 (July); in writers 
of anonymous letters, A-34 (Dec.); somnambulism. 
A-28 (Sept.) ; surgery, results of prefrontal leukotomy. 
A-64 (Dec.) ; value of psychiatry, 323 

Mercury, poisoning, test for, A-42 ( Nov.) 

Morphine, poisoning, antidote for, A-42 (Nov.) 
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Mortality, morbidity trends since 1900 and (editorial). 
681: infant, perinatal (editorial), 680 

Mouth, cancer, with neck involvement, 283 

Mucormycosis, treatment, 25 

Multiple sclerosis, symposium, 292 

Myocardial infarction, see Heart disease. coronary 


NARCOLEPSY, treatment, A-26 (Dec.) 

National Health Service, multiplication of personnel 
(editorial), 448; opinion of President of British Medi- 
cal Association (editorial), 446 

Neck, cancer, with cancer of mouth, 283 

Nephrosis, see Kidney disease 

Neuroblastoma sympathicum, x-ray diagnosis. 548 

Neutrophils, female, A-46 (Sept.) 

Nickel dermatitis (editorial) , 680 

Nocardiosis. treatment, 19 

Nose, congestion, chronic, 625; disease, allergic, 501 

Nutrition, feeding of infants, soured milk mixtures, 41 


OBESITY, reduction diet and, 451; prevention (edi- 
torial), 313 

Obstetrics, puerperal fever, unsuspected source, A-78 
(Nov.) 

Ovary, cyst, x-ray diagnosis, 560; tumor, dysgerminoma, 
x-ray diagnosis, 563; tumors, 393 


PANCREAS, disease, jaundice and, 141: pseudocyst, 
x-ray diagnosis, 555 

Paraplegia, see Spine fracture 

Pathology, meetings of pathologists, A-52 ( Dec.) 

Pediatrics, agammaglobulinemia, clinical problem of, 
95; aspirin poisoning in children (editorial), 91: 
child care program in Spain, A-64 (Oct.): child in 
maladjusted household, A-56 (Oct.): handicapped 
children, family and social adjustment, 218; infant 
feeding, evolution of (editorial), 449; infant feeding 
safeguards, use of masks by nursing mothers, A-28 
(July); infant feeding, use of soured milk mixtures. 
11: international congress, A-54 (Sept.): mortality. 
perinatal (editorial), 680; nephrotic syndrome, 341: 
spoiled children, A-68 (July); wheat sensitivity in 
children, A-54 (Oct.) ; x-ray diagnosis of intra-abdomi- 
nal masses in childhood, 545 

Penicillin, see Antibiotics 

Peptic ulcer, cancer of stomach and, 72: prevention 
(editorial), 314; treatment with Marplan. 514 

Peripheral vascular disease, see Blood vessels 

Pertussis, vaccination, A-76 (Nov.) 

Photography, role in coroner’s office, 415; winners at 
meeting of Biological Photographic Association, 436 

Physician, patient relationship in Great Britain (edi- 
torial), 578; relationship to patients, 528 

Pituitary, dysfunction; diabetes mellitus and, 151 

Pityriasis rosea, 167 

Pneumonia, treatment with antibiotics, 484 

Poisoning, aspirin, in children (editorial), 91: hazard- 
in industry, A-38 (Sept.); prevention (editorial), 314: 
recognition and treatment, A-38 (Nov.): with 2.4-D. 
A-20 (Nov.) 

Poliomyelitis, antibodies, A-76 (Dec.): bulbar, treat- 
ment, 168: respiration retraining in, A-66 (Nov.): 
symposium at pediatric congress, A-58 (Sept.): vac- 
cination in Great Britain, A-68 (July) 

Porphyria, acute, as cause of abdominal pain, 632; skin 
manifestations, A-72 ( Nov.) 


POSTGRADUATE MEDICINE 


| 
t 
4 
| 


Prednisone, treatment of malignant lymphoma, A-74 
( Dec.) 

Pregnancy, complications, diabetes mellitus, A-28 (Aug.). 
248; complications, eczematoid dermatitis, A-24 
(July); complications, fibrinogenopenia, 388; compli- 
cations, habitual abortion, A-34 (Oct.), habitual abor- 
tion, A-20 (Nov.) ; complications, lupus erythematosus, 
A-38 (Oct.) ; complications, painful pelvic girdle syn- 
drome, A-28 (Aug.), A-18 (Nov.); complications, 
toxemia as cause of abdominal pain, 633; complica- 
tions, urticaria, A-26 (July); vitamin requirements in, 
375 

Prostate, cancer, 8; cancer, progress in study of, 457 

Protein, deficiency, liver disease and, 580 

Pruritus, intractable, associated with liver disease, A-24 
(Dec.) 

Psychiatry, value of, 323 

Psychosomatic medicine, disturbances in children from 
maladjusted households, A-56 (Oct.); history of ten- 
sion (editorial), 678; hobbies, 331; physician-patient 
relationship, 528; psychiatric aspects of dysmenorrhea, 
532; treatment of constitutionally inadequate patient, 
53; treatment of emotionally induced illness in gen- 
eral practice, 197 

Public health, in Spain, A-64 (Oct.); preventive medi- 
cine and (editorial), 310 

Pulmonary, see Lung 


RADIOISOTOPES, iodine, 203 

Rehabilitation, helping physically handicapped child 
face the world, 218; total (editorial) , 448 

Renal, see Kidney 

Respiration, failure, methods of resuscitation, 2 

Respiratory tract, upper, infection, treatment with anti- 
biotics, 483 

Rheumatic fever, see Heart disease, rheumatic 

Roentgen rays, diagnosis of intra-abdominal masses in 
childhood, 545 


SCIENCE and consistency (editorial), 447 

Scleroderma, diffuse, A-72 (Nov.) 

Seborrhea, 167 

Sex, determination, significance of female neutrophils, 
A-46 (Sept.); function, lipids and, A-18 (Nov.) 

Skin, see also Burns; cancer, melanoma, A-70 (Nov.) : 
disease, allergic, nickel dermatitis (editorial), 680; 
disease, dermatitis due to cosmetics, A-68 (Aug.) ; 
disease, eczematoid dermatitis, A-24 (July); disease, 
kerato-acanthoma, A-72 (Nov.); disease, mastocytosis, 
A-68 (Nov.); disease, papulosquamous, 161; disease, 
porphyria, A-72 (Nov.); disease, urticaria associated 
with menstrual disturbances and pregnancy, A-26 
(July); grafting, see Burns; manifestations of myx- 
edema, A-70 (Nov.); scarring, postoperative keloids, 
A-70 (Aug.); scarring, treatment by wire brush plan- 
ing, 652 

Sleep, disorders, narcolepsy, A-26 (Dec.); disorders, 
somnambulism, A-28 (Sept.) 

Smallpox, epidemic in France, A-62 (Oct.); vaccina- 
tion, complications, postvaccinal encephalitis, A-28 
(Aug.) 

Sodium, restriction for congestive heart-failure, 239; 
restriction in nephrotic syndrome, 345 

Sound waves, infrasonic, experiments with, A-71 (Dec.) 

Speech, disorders, congress on, A-80 (Nov.) 
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Spine, abnormality, spina bifida, 615: fracture with 
cord injury, 177; intervertebral disk herniation, sur- 
gical treatment. 276 

Sporotrichosis, treatment. 24 

Staphylococci, infection treated with antibiotics, 486 

Stomach, cancer, 456: cancer. peptic ulcer and, 72; 
cancer, symptoms, 406; displacement, hiatus hernia, 
49; foreign bodies in, 621: inflammation, hypertrophic 
gastritis treated with Marplan., 520; perforation in 
Hodgkin’s disease. 438; resection, retrograde, A-74 
(Nov.); spasm treated with Marplan, 521 

Streptokinase, treatment of infection and edema, 260 

Surgery, see also Anesthesia: antibiotics in, 319; hypo- 
thermia in, A-72 (Sept.): resuscitation in operating 
room, 6 

Sutures, silk, as factor in postoperative cellulitis, A-22 
(Sept.) 

Syphilis, paresis in patient with bladder cancer, 300: 
secondary, skin manifestations, 167 


TEETH, fluoridation and dental caries (editorial), 447 

Tenosynovitis, nonspecific, 365 

Tension, history of (editorial). 678 

Testes, function, defective spermatogenesis, 527; fune- 
tion, hypogonadism in middle-aged and elderly men. 
324 

Thorazine, see Chlorpromazine 

Throat. cancer of retrocricoid region and esophagus, 
A-22 (Sept.) 

Thyroid, cancer, relation to irradiation (editorial), 446; 
disease, cutaneous myxedema and, A-70 (Nov.); dis- 
ease, nonmalignant, treatment, 602; disease, treat- 
ment with radioactive iodine, 203; dysfunction, dia- 
betes mellitus and, 151; function. relation to blood 
cholesterol, A-24 (July) 

Tinea versicolor, 167 

Trachea, foreign bodies in, 619 

Trauma, symposium, 423 

Trichiasis, A-40 (Oct.) 

Tuberculosis, control in Spain, A-78 (Nov.); of lung, 
pathogenesis of lesions, A-76 (July); treatment, A-72 
(Sept.); vaccination with BCG in Switzerland, A-70 
(July) 

2.4-D, poisoning. A-20 (Nov.) 


UMBILICAL cord, infection as source of puerperal 
fever, A-78 ( Nov.) 

Urachus, cyst. x-ray diagnosis, 560 

Ureter, enlargement, x-ray diagnosis of hydro-ureter, 552 

Urinary tract, infection, treatment with antibiotics, 485 

Urine, blood in, scientific exhibit, 57: incontinence, 
stress, in women, A-62 (Dec.) 

Urticaria, see Skin disease 

Uterus, hemorrhage from, 241; retrodisplacement. 146 


VAGINA, hydrocolpos, x-ray diagnosis, 559 

Veins, superficial, enlargement of, A-28 (July) 

Vertigo, causes of, 489 

Virus infection, see Coxsackie virus: Herpes: Liver in- 
flammation: Poliomyelitis 

Vitamins, in pregnancy, 375 e 


WEIGHT, reduction, 451 
Wire brush planing technic for treatment of superficial 
sears, 652 


X-RAYS, see Roentgen rays 
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DEC 20 19568 | 


MEDICAL! 
LIBRARY; 


- oral b.i.d. dosage 


continuous control of edema 


The new, highly effective oral diuretic, 
Rolicton, greatly simplifies the task of main- 
taining an edema-free state in the patient 
with congestive heart failure. Rolicton meets 
the criteria for a dependable diuretic: con- 
tinuous effectiveness, oral administration 
and clinical safety. 

In extensive clinical studies the diuretic 
response clearly indicates that a majority 
of patients can be kept edema-free with 
Rolicton. In these investigations it was noted 
that side reactions were uncommon. When 
they did occur they were usually mild. 

In most edematous patients Rolicton may 
be employed as the sole diuretic agent. When 
used adjunctively in severe cases, Rolicton 
is also valuable in eliminating the “peaks and 
valleys” associated with the parenteral ad- 
ministration of mercurial diuretics. 

One tablet of Rolicton b.i.d., after meals, 
is usually adequate for maintenance therapy 
after the first day’s dosage of four tablets. 
Some patients respond well to one tablet 
daily. G. D. Searle & Co., Chicago 80, Illi- 
nois. Research in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 
chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 

no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 

and 100. 
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prednisolone and hydroxyzine Pfizer 


combining the newest, safest ee the newest, most effective 


the symptoms and the 
_ apprehension 


In Rheumatoid Arthritis, 
other collagen diseases, 
bronchial asthma and 
inflammatory dermatoses 
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Since the ulcer patient can not 
get away from it all, prescribe 
MONODRAL with MEBARAL to more 
effectively isolate the ulcer from 
the patient. 


MONODRAL with MEBARAL controls 
hyperacidity by a proved superior 
antisecretory action. 


ISOLATE 


Relieves pain promptly, promotes 
healing. 


Controls hyperirritability and 
hypermotility of the upper gastro- 
intestinal tract, relieves pyloro- 
spasm. 


Induces a serenity of mind without 
affecting mental alertness, softens 
the emotional impact of environ- 
mental stimuli. 


Controls the psychovisceral com- 
ponent of peptic ulcer. 


MONODRAL with MEBARAL Tablets, 1 or 2 
tablets three or four times daily. Each tablet 
contains 5 mg. MONODRAL bromide and 
32 mg. MEBARAL. Bottles of 100 tablets. 


LABORATORIES 


New York 18, N.Y. * Windsor, Ont. 


FOR COMPLETE CONTROL 
of peptic ulcer 


Monodral (brand of penthienate} and Mebaral (brand of mephobarbital), 
trademarks reg. U.S. Pat. Off. 
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... part of every ///ness 


ANXIETY 


is a source of 


MEPROBAMATE 


| 
{2-methyl-2-n-propyi-1,3-propanediol dicarbamate) | 
Licensed under US. Pat. No. 2,724,720 

| 

| 


“Many neglected anxiety neurotics become a medical and social burden. 
Confirmed hypochondriacs fill our offices and clinics clamoring for 


intervention by the doctor.... They create instability and unhappiness 


at home and communicate their own anxiety to their intimates.’”' 


Hypochondriasis is a manifestation of emotional unrest. Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
| Equanit relieves the patient’s anxiety, lessens his muscular gyaceland, F.J.: Texas State J. Med. 51: 
299 (June) 1955. 


tension, encourages restful sleep’, providing an improved — 2. Lemere, £.: Northwest Med. 54:1098 


attitude and wholesome rapport. 


Wijeth 


. . . 
anti-anxiety factor with muscle-relaxing action ET Philadelphia 1, Pa. 
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THE “WEIGH” OF ALL FLESH / 
: _ for the patient whe is all flesh and no will-power... 


helps the patient in spite of himself 


Syndrox has a way of putting “backbone” into the Then the euphoriant nature of Syndrox gives a 
obese patient. lighter, brighter look to life—toning down the 
First it curbs the desire for food, so that a moderate psychic urge to over-indulge. 

meal satisfies. SYNDROX « TABLETS, ELIXIR 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
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A SPECIAL 


International 
Issue 


featuring papers from authors in 


Australia 
Brazil 
Chile 
Denmark 
England 
Hungary 
Mexico 
Norway 


Sweden 


liver disorders 
diabetes 
obesity 
coronary occlusion 


atherosclerosis 


helps normalize fat and 


CHOLINE DIHYDF 
CITRATE’ 


METHIONINE 
INOSITOL 


R CONCENTRATE AND 
DESICCATED LIVER" 0.78 Gm 


in syrup as 1.15 Gm. 
“Present in 1.2 Gm. Liver 
Concentrate. 


“literature on request. 
u. s. vitamin corporation 


(Arlington - Funk La ratories, divisio) 
Street. 


q 
4 complete 
"therapeutic dose of 
| 
i Bottles of 100,250,500 and 1000 cap 
and 16 oz. and 1 gallon syrup. 
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Cleared up 


€xCoriation, chafing 
and irritation in 


Samples on request 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 
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Choose a Present for Yourself Today 


Cecil and Loeb’s Medicine 


Ninth Edition!—Remember how many students relied on “Cecil” back in 
medical school as the book to refer to for all questions? Today thousands of 
physicians are continuing to rely on the Ninth Edition for a detailed but 
brisk coverage of virtually every disease they meet. Etiology, diagnosis and 
treatment are admirably handled to tell you what to do, how to do it and 
when to do it. Make sure your “Cecil and Loeb” is the Ninth Edition! 


By 172 American Authorities. Edited by Russert L. Ceci, M.D., Se.D., Professor of Clinical Medicine, Emeritus, 
Cornell University; and Rosert F. Logs, M.D., Sc.D., D. Hon. Causa., LL.D., Bard Professor of Medicine, Columbia 
University. 1786 pages 7” x 10”, with 201 illustrations, 18 in color. $15.00. Ninth Edition! 


Williamson's Office Procedures 


Here is the book that gives you the technique of all those common procedures 
you are expected to use in everyday office practice—but that are seldom put 
down in a book or included in your formal training. 1,100 how-to-do-it 
illustrations plus precise descriptions help you out with such techniques 
as: cauterization of the cervix; reduction of Colles’ and other fractures; 
hearing tests; repair of wounds; office anesthesia and analgesia; ete. 


By Paut Wittiamson, M.D. 412 pages, 8” x 10-34”, with 1,100 illustrations. $12.50. 


Friedberg — Diseases of the Heart 


New (2nd) Edition!—This is, without question, the most complete and up-to- 
date book on the heart in print today. Nowhere else can you find so much 
practical information on the recognition, treatment and understanding of 
every type of cardiac disorder. You'll like the patho-physiologic approach: 
the new section on Graphic Methods of Examination; the indications for 
cardiac surgery; expanded chapters on coronary atherosclerosis, congenital 
heart disease, ete. 

By Cuarces K. Friepserc, M.D., Attending Physician, The Mount Sinai Hospital, New York; Associate Clinical 


Professor of Medicine, College of Physicians and Surgeons, Columbia University. 1161 pages, 7” x 10”, with 157 
illustrations. $18.00. New (2nd) Edition! 


Bland’s Disturbances of Body Fluids 


New (2nd) Edition!—Here is a working volume that tells you just how to 
recognize and how to manage those water and electrolyte abnormalities that 
can often go unnoticed and untreated in medical and surgical patients. Signs 
and symptoms of fluid imbalance are carefully pointed out. Corrective 
measures are then fully explained and pitfalls are always indicated. A help- 
ful glossary simplifies the bugaboo of nomenclature, se often a stumbling 
block in this field. 


By Joun H. Briann, M.D., Associate Professor of Medicine, University of Vermont College of Medicine. 522 pages, 


” x« 10”, with 109 illustrations. $11.50. New (2nd) Edition! 


Use the SAUNDERS convenient order blank on next page ——> 
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from Some of Saunders Most Popular Books : 


Modell's Relief of Symptoms 


Dr. Modell tells you how to effectively relieve your patient’s distressing 
symptoms—at the same time you are attacking the basic cause of his dis- 
order. He gives you step-by-step procedures to follow for each of the 24 most 
common complaints: pain, constipation, loss of appetite; palpitations, fever, 
edema, menstrual disorders, etc. All the modern drugs that are helpful are 
fully discussed—analgesies, sedatives, muscle relaxants, anticonvulsants, ete. 


By Water Movetr, M.D., F.A.C.P., Associate Professor of Clinical Pharmacology, Cornell University Medical College. 
450 pages, 6” x 914”. $8.00. 


Sodeman’s Pathologic Physiology 


New (2nd) Edition!-—This is one of those very basic books that every doctor 
likes to have handy for reference. It gives you a clear picture of the mech- 
anisms of disease—shows you how various agents bring about disease—what 
causes a particular symptom—what changes take place in the body during 
disease—how one disordered system affects another. 


By Witttam A. Sopeman, M.D., F.A.C.P., Professor of Medicine and Chairman of the Department of Medicine, 
School of Medicine, University of Missouri. 963 pages, 614” x 934”, with 173 illustrations. $13.00. New (2nd) Edition! 


Nelson's Pediatrics 


Sixth Edition!—This classic is a complete clinical guide to total care of your 
young patients from the prenatal period through adolescence. Etiology. 
epidemiology, pathogenesis, immunity, clinical manifestations, diagnosis, 
prognosis, prevention and treatment are all presented in the way that is 
most useful to you in your daily practice. 


Edited by Watno E. Netson, M.D., Professor of Pediatrics, Temple University School of Medicine, Philadelphia. With 
the Collaboration of 70 Contributors. 1581 pages, 7” x 10”, with 440 illustrations. $15.00. Sixth Edition! 


| PGM 12 
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readings 
throughout 
the critical range... 


BRAND 


the urine-sugar test with the standardized, 
laboratory-controlled color scale 


e@ full color calibration for the urine-sugar spectrum 
e@ easily read, firmly established blue-to-orange scale 
e sharp color distinction between readings 


(an AMES COMPANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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continuing 


in corticosteroid therapy 


rheumatoid arthritis: 


effective relief of pain, swelling, tenderness 


intractable asthma: 


relief of bronchospasm, dyspnea, cough; increases vital capacity 


collagen diseases and allergies: 


adequate hormone control with minimal electrolyte effects 


METICORTELONE 


PREDNISOLONE 
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for steady maintenance 
METICORTELONE 


usually undisturbed by electrolyte side effects 


e edema minimized 


e potency enhanced 


e liberal diet permitted 


\\\\1 


xt 


METICORTELONE 


PREDNISOLONE 


Tablets supplied in 3 strengths — 
1 mg., 2.5 mg., 5 mg. 


) 


for convenient, 


individualized therapy 


METICORTELONE,® 
brand of prednisolone. 


ML-J-1646 
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must 

he always 
live with 
loneliness? 


Epileptics whose future might 
once have held haunting loneliness 
and fear, now are able to lead 
normal, seizure-free lives thanks to 
modern anticonvulsant drugs. 
Here are four of those history- 
making anticonvulsants. With them 
you can individualize treatment 
... fit the therapy to the specific 
seizure type. Send for the new 
combined anticonvul- 


sant literature by ObGott 


TRIDIONE  (Trimethadione, Abbott) 
First successful synthetic anticonvul- 
sant. ..now an agent of choice... for 
symptomatic control of petit ma/, myo- 
clonic and akinetic seizures. 


PARADIONE (Paramethadione, Abbott) 
Homologue to Tridione. An alternative 
preparation often effective in cases re- 
fractory to Tridione therapy. Especially 
for the treatment of the petit mai triad. 


PHENURONE (Phenacemide, Abbott) 
A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, 
grand mal, petit mal, and mixed sei- 
zures. Often successful where all other 
therapy fails. 


GEMONIL (Metharbital, Abbott) 

The newest of Abbott's anticonvulsant 
drugs. For grand mal, petit mal, myo- 
clonic and mixed seizures. Effective 
against seizures symptomatic of or- 
ganic brain damage. 


ABBOTT LABORATORIES 
NORTH CHICAGO, ILLINOIS 
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Tue most frequent cause of holiday gastritis 
is somebody’s forgetting to remove the shells 
after they make the second batch of eggnog 
at the office party. Actually, few social affairs 
are more democratic than an office party, and 
after a good game of leapfrog, it’s very diffi- 
cult to find a stranger. 

Some people will drink anything, or at least 
they'll put it in punch to split the heads of 
the unwary. An internist friend of mine al- 
ways has a few couples in for drinks at the 
start of the holidays—it’s become a tradi- 
tion—not the party, but the few days spent 
in the hospital afterward. He likes to mix fan- 
cy drinks—he’s an eastern boy, and his favor- 
ite whisky is a blend, “Old Stricture.” It’s im- 
ported—in tank cars, and they keep it on tap; 
two dollars a fifth and a dime back on the 
bottle. After the party last year one guest 
claimed he had a “jake paralysis,” and another 
said his memory became so bad he wasn’t 
aware it was 1956 until February. The sur- 
vivors got a little riled and said that tradition 
or no tradition, the party was off this year 
unless the host bought a better brand of bour- 
bon. Only to preserve tradition did my in- 
ternist friend agree. So we were all happy; 
then everybody started getting ataxic, just as 
in the old days. I slipped out to the “built-in” 
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kitchen to check the labels on the bourbon. 

“Carter,” I said, “for a moment I thought 
you were switching labels and putting ‘Old 
Stricture’ in the punch again, but this stuff 
must be imported. I can’t even read the lan- 
guage. What is it, Arabic?” 

“Nope,” he said, “I just got that label on 
upside down—tradition you know.” 

It’s never a problem for an M.D. to decide 
what gifts he needs to buy. Any good store, 
where the customers are four deep at the 
counter, will tell you—to make up your mind 
and drop in again. If you know your wife’s 
size, it helps, and makes it much easier for 
her to exchange your gift later. As a last re- 
sort there’s always a gift certificate, which is 
as personal as a toothpick, but does have an 


air of desperation. If you have friends or pa- 
tients who are hunters, keep away from them 
before Christmas, or you’ll end up with a back 
seat filled with uncleaned ducks and a wife 
who won’t have you or the ducks around. 

I always acknowledge professional cour- 
tesy with a personal gift; this year I chose 
smoked turkey, monogrammed of course. By 
buying a gross I got them wholesale, and 
started out to spread holiday cheer and 
smoked turkey. 

At the first half-dozen stops the birds 
seemed to be received with controlled enthusi- 
asm, and the recipients all insisted I leave 
them under the tree—this I didn’t quite un- 
derstand. Finally, when I got around to the 
internist, I had an established routine. I said, 

(Continued on page A-21) 
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for the average 


palient 


everyday practice 


© well suited for prolonged therapy 


well tolerated, nonaddictive, essentially nontoxic 


no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 


chemically unrelated to chlorpromazine or reserpine 
does not produce significant depression 


orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY \))) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


CM-3706-R2 
THE MILTOWN MOLECULE 
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BARGAIN 
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Give your patient that extra lift with ‘“Beminal” 817 
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“Placebo” 


“Merry Christmas, have a smoked turkey— 
although it’s frozen I'll put it under the tree. 
That seems to be the custom this year.” 

“Fine,” he and his wife shouted, “leave it 
there.” 

Then I noticed there already were a couple 
of frozen turkeys among the packages. “Say, 
I'd better put this in your deep freeze; you’ve 
got two turkeys dripping on the rug already.” 

Before they could stop me I was in the 
kitchen, which looked like a meat market 
with a big inventory—lI’ve never seen so 
many turkeys. “Where are you stackin’ them?” 
I asked. He pointed to the top of the deep 
freeze. 

“If I’d seen your stock first, ’'d have bought 


my birds from you.” This amused me and the 
turkeys, but did not amuse the internist or 
his wife. I joined them in a libation and a 
turkey sandwich, and we decided it would be 
nice to exchange turkeys again next year. 

On New Year’s Eve, to avoid “safe drivers” 
whose idea of safety is to drive carefully 
down the sidewalk while trying to locate the 
street, it’s best to have a little party in your 
apartment. To do this correctly you should 
have your furniture packed so it won't be 
broken with your lease. It’s also wise to alert 
the income tax people, so that they can send 
a man out to count both your guests and the 
empty bottles. 

At the stroke of midnight, it’s quite ac- 
ceptable to kiss the 15 or 20 wives who may 
be present, and if you're tired, you may just 
kiss one wife 15 or 20 times; this saves a 
great deal of walking about. You'll be hap- 
pier next day if you choose your own wife. 
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BARGAIN BAY 4 
é3 — 


Give your patient that extra lift ai 
with “Beminal” 817 when high 4 
vitamin B and C levels are required. : 
“Beminal” 817—each capsule contains: 
Thiamine mononitrate 25.0 mg. 
Nicotinamide 75.0 mg. 
Pyridoxine HCl (Be) 3.0 mg. Cs 
Vitamin C (ascorbic acid) 150.0 mg. 
Vitamin B.: with intrinsic factor ite 
Concentrate 1/9 U.S.P. Unit 


New improved formula 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 
or AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 
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Your 


@ TREATMENT OF BURNS 


Q. Nine months ago a six year old white girl 
sustained first, second and third degree burns of 
the neck, thorax, abdomen and legs. Immediate 
treatment was poor. I did not see her until 15 
days after the accident. At that time, her burns 
were badly infected, so | administered penicillin, 
streptomycin, CHLOROMYCETIN®, erythromycin 
and TERRAMYCIN®, with adjuvant medicaments: 
vitamins A, B, C. D and E, minerals, antihista- 
mines and choline. The burns were treated local- 
ly with sulfonamide drugs in aqueous solution 
and gel form, and bephanthene ointment. 

Although there is no actual infection present 
now, the burned areas of the thorax and part of 
the back have ulcerated surfaces. These are be- 
ing treated with FURACIN® ointment and covered 
with gauze bandages. Other burned areas have 
cicatrized normally. 

Will skin grafts be necessary? What possibili- 
ties do GELFILM® and GELFOAM® powder offer? 

M.D.—Peru 


A. This patient is now nine months postburn, 
and if some of the burned areas are not epithe- 
lized by this time, even though infection is not a 
problem, then split-thickness skin grafting to all 
raw surfaces is indicated. 

Ideally, attempts should be made to cover 
third-degree burn areas as soon as the burn 
eschar separates, and clean, granulating areas 
form. Split-thickness skin grafting undertaken 
within a month after the burn is not unusual. 

At present, there is no substitute for split- 
thickness skin coverage of granulating areas in 
burn patients. Gelfoam and Gelfilm possess no 
inherent property which will hasten epithelial 
coverage of burned areas. 
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westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


®@ LIFE EXPECTANCY AFTER MYOCARDIAL INFARCTION 


Q. Two years ago, a physician, then 61 years 
old, had an acute myocardial infarction. He has 
had no subsequent attack, and is now perform- 
ing his duties without much difficulty, except 
for short lapses of memory. From a statistical 
standpoint, can you estimate this physician’s 
life expectancy ? 


M.D.—Ohio 


A. It is very difficult to estimate the life ex- 
pectancy of a man who has had a myocardial 
infarction. We have no way of knowing whether 
other coronary arteries are atherosclerotic. Ac- 
cording to statistics I have read. the average life 
expectancy following such an attack is 10 years. 


© INTRA-UTERINE, WISHBONE-TYPE 
PESSARY FOR CONTRACEPTION 


Q. I am interested in obtaining an opinion on 
the use of the intra-uterine, wishbone-type pes- 
sary for contraception. I have always understood 
that the use of this type of device is dangerous 
and a thing of the past. I am particularly inter- 
ested in studies which may have shown harmful 
effects of its use, such as infertility, infection and 
carcinogenesis. 


M.D.—Arizona 


A. The intra-uterine, wishbone-type pessary for 
contraception is a dangerous modality. It is con- 
demned because of its ineffectiveness and the 
danger of infection with its use; there is no defi- 
nite evidence that it has caused carcinoma. There 
are reports in the literature of pregnancy occur- 
ring in the uterus in which a pessary remains. 
(Continued on page A-24) 
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of patients 


clinically proved in millions 


PENTIDS 


The measure of success with Pentids in treatment of the more common bacterial infections 


Effectiveness and safety confirmed by five years’ experience in millions of patient Convenient 
t.i.d. dosage—may be given without regard to meals / Economical for the patient—far 
1 newer penicillit alt: Bottles of 12 and 100 t 


Squibb Quality—the Priceless Ingredient 


SqQuiss 


*pentips’® 1s TRADEMARE 
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Your Questions Answered 


© INTRACTABLE PRURITUS 


The patient is a 40 year old multipara who 
has four healthy living children. Past history is 
not significant. Her present complaints include 
pain in the right upper quadrant, mild anemia, 
anorexia, bloating and abdominal distention, ex- 
treme nervousness, and hepatomegalia. The liver 
is hard and can be palpated four fingerbreadths 
below the costal margin, but at its upper edges 
it is three fingerbreadths below the right nipple. 
Three months ago. after the death of a relative, 
an intractable generalized nocturnal pruritus de- 
veloped suddenly. She has been putting ice cubes 
over her body to relieve the itching and feeling 
of heat. 

Laboratory findings have all been negative, 
except for a slight rise at the top limit of the 
icteric index. Treatment has included sedation, 
calcium preparations, vitamin B,,, liver extract 
concentrate, antihistamines, ACTH. cortisone. 
aspirin, ascorbic acid, thiamine hydrochloride, 
B complex vitamins, folic acid and massage with 
local application of ointments. There has been no 
improvement. 

I would appreciate suggestions as to the diag- 
nosis and treatment. 


M.D.—Iraq 


The information given is not sufficient to 
make an unequivocal diagnosis. However, the 
hepatomegalia, pain in the right upper abdomi- 
nal quadrant, mild anemia and indigestion 
strongly suggest some form of cirrhosis of the 
liver. The intractable pruritus, which presumably 
is due to the liver disease, would point to the 
possibility of primary biliary cirrhosis. In such 
conditions, slight icterus usually is present early, 
and it increases as the condition progresses. The 
presence of slight icterus may not be clinically 
evident, and it may be necessary to rely on the 
results of a van den Bergh determination of 
serum bilirubin. Direct-reacting bilirubin gener- 
ally is present. As a rule, splenomegaly is pres- 
ent in primary biliary cirrhosis, but it is not 
mentioned in the description of this case. Other 
conditions to be considered are silent stone in 
the common bile duct and some metastatic ma- 
lignant process. The latter does not seem likely. 

The therapy for cirrhosis is not encouraging. 
However, in many cases the disease becomes 
stabilized. Supportive treatment for liver disease 
should be continued. The therapy employed in 
this case has been directed largely to alleviation 

(Continued on page A-26) 


Rx Information 


Meratran 


with Reserpine 


Meratran with Reserpine has a two- 
fold use. It is effective in the treat- 
ment of anxiety-tension states as 
well as hypertension. 


Meratran elevates the mood and ex- 
erts an alerting action. It restores 
the depressed patient to his usual 
level of alertness, interest and pro- 
ductivity, without jitters, without 
jolt or jar. It does not affect normal 
appetite or sleep. As Meratran ele- 
vates the mood, reserpine relieves 
the anxiety or tension. Meratran 
with Reserpine is safe ... there is 
no tolerance or drug habituation. 


Composition: 
Each white tablet contains: 
Meratran (pipradrol) 


Hydrochloride ................ 


Dosage: 


Mild Depressive Anxiety States—1 
tablet three times a day. Hyperten- 
sion—1 tablet three times a day. Ger- 
iatric Dosage—1 tablet in the morn- 
ing and 1 at noon. Individual patient 
response should determine optimum 
dosage for various indications. 


Supplied: 


MERATRAN WITH RESERPINE—In bot- 
tles of 100 small white tablets. 


1. Fabing, H. D.: Dis. Nerv. System 16:3, 
1955. 2. Antos, R. J.: Southwestern Med. 
36:166, 1955. 3. Cohen, S.: Presented before 
the California Med. Assoc., April 24, 1956. 
(To be published.) 


Merrell 


Since 1828 


Another Exclusive Product 
of Original Merrell Research 


THE WM. S. MERRELL COMPANY 
NEW YORK « CINCINNATI © ST. THOMAS, ONT. 


TRADEMARKS: “MERATRAN WITH RESERPINE’, MERATRAN® 
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whenever reserpine is indicated Rx 


Meratran 
Reserpine 


in anxiety-tension states... Reserpine’s calming action relieves the 
anxiety or tension, as Meratran’s alerting action' lifts the patient’s 
mood. The combination produces a desirable state of alert tranquility, 
overcomes reserpine-induced lethargy. In doses individualized to the 
patient, Meratran produces no jitters, no euphoria, no pressor response. 
The ideal adjuvant for all reserpine therapy. 


in hypertension ... Meratran with Reserpine controls the blood pres- 
sure without producing drowsiness.’? The combination overcomes reser- 
pine-induced indifference and depression.* It relieves the sense of despair 
that frequently accompanies hypertension. 


/ 


despair frequently interest replaces indifference 
accompanies hypertension alertness ness replaces apathy 


Photos Professionally Posed 


in its completeness 


35 


Digitalis 
(Davies, Rose} 
0.1 Gram 

(apprex. 1% grains) 

CAUTION: Federe: 

taw prohibits 
preseri 


ing. without 
tron 


standard sot 


BAVIES, ROSE & CO. Lid. 
Boston, Mass. U.S.A 


Pry 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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Your Questions Answered 


of the severe pruritus, and it is assumed that the 
agents have been employed for adequate periods. 
Local applications of a simple nature, such as 
equal parts of olive oil and lime water, give as 
much relief as more complicated ones. Sedatives, 
antihistaminics and steroids are the important 
preparations to be used internally. Some patients 
obtain relief from 14 gr. of calomel taken orally 
every 15 minutes for four doses, every five days, 
but the patient should be observed for salivation. 
Mercurial preparations, such as SALYRGAN®, or 
solutions of procaine hydrochloride given intra- 
venously may give temporary relief. Recently, 
encouraging results have been obtained from the 
use of methyltestosterone. This is administered 
by means of buccal absorption three times daily 
in doses of 10, 5 and 10 mg. Sometimes this 
may cause jaundice, or increase jaundice al- 
ready present. 

In the absence of previous operations on the 
ct oho and in view of the uncertain nature 
of the lesion, the possibility of a silent stone in 
the common bile duct and the aid occasionally 
obtained from prolonged external drainage of 
the biliary tract, consideration should be given 
to surgical exploration. Many of these patients 
are entitled to one thorough exploration of the 
biliary system. If this is done and no obstruction 
of the bile duct is found, liver biopsy should be 
done and a T tube should be inserted into the 
duct for prolonged drainage. 


® NARCOLEPSY 


Q. Will you please furnish information on the 
latest approach to treatment of narcolepsy? 


M.D.—California 


A. DEXEDRINE® provides the most effective 
treatment for narcolepsy, and usually rather high 
dosages are required, such as 20 to 50 mg. daily. 
It should be given early in the day so that the 
drug does not interfere with sleep at night. If 
Dexedrine is poorly tolerated, 50 mg. of ephed- 
rine sulfate may be tried, increasing the dosage 
from two to six tablets a day. Nighttime rest- 
lessness may be combated by administration of 
a quick-acting barbiturate such as pentobarbital 
—0.1 gm. at bedtime. Thyroid extract has been 
effective in some cases, starting with 30 mg. 
daily and increasing it to the limits of tolerance. 
Some authors describe relief of symptoms by 
repeated intraspinal injections of 10 to 20 cc. 
of air. 
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PRECALCIN 


A DIETARY 
SUPPLEMENT 
FOR USE DURING PRE 


GNANCY AND LACTATION 


EACH CAPSULE CONTAINS 

caciuM Anhydrous 45000 
vitamin 2000 U SP Units 
vitamin ystalline 400 U SP Units 
THIAMINE HC 300 mg 
RiBOFLAVIN 200 
NAMIDE 1000 
ASCORBIC acid 3000 

pANTOTHENATE 2 
pyRiDOXINE HC 100 
acid 33 
VITAMIN cone activity equ¥ to 100 mg 
FERROUS GiUCONATE 10000 
Tract ELEMENTS” 
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ANNOUNCING 


S.K.F.’s Duentric}-coated tablets make possible— 


for the first time— 


high, long-term dosage of ASPIRIN 
without gastric upset 


SKF 


Indicated wherever high doses of aspirin are needed or wherever gastric dis- 
comfort makes therapy with ordinary aspirin tablets impractical —particularly 
in rheumatic disease. 


Available: ‘Ecotrin’ (‘Duentric’-coated) tablets. 5 gr., in bottles of 100. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. + Trademark 
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the formula tells you why 
PRONEMIA is the MOST POTEN 
of all oral hematinics 


Look at the formula and see for yourself why PRONEMIA 
has no equal. One capsule daily supplies a generous 
quantity of every known hemopoietic agent, including 
purified intrinsic factor concentrate. PRONEMIA is 


indicated for the treatment of ALL treatable anemias. 


EACH CAPSULE CONTAINS: 


Vitamin with Intrinsic Factor 

Vitamin (additional).................. 15 megm. 
Ferrous Sulfate Exsiceated.................. 400 mg. 


filed sealed capsules (a Lederle exclusive!) for 
more rapid and complete absorption, 


"rea. U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION amerscan Cyanamid company PEARL RIVER, NEW YORK 
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a true 


cough specific ROM LAR ‘Roche’ 


non-narco tic For suppressing cough, whatever the cause, Romilar 


is at least as effective as codeine. Yet it has no 


general sedative or respiratory-depressant activity, 
and it's remarkably free of side effects such as 


nausea, constipation, or tendency to habit formation. 


Available as a syrup, in tablets, or expectorant 


mixture (with ammonium chloride). 


Original Research in Medicine and Chemistry ' 


Romilar® hydrobromide — brand of dextromethorphan hydrobromide 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


*Schwartz, E.: New York J. Med. 
56:570, 1956. 
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whenever corticosteroids 
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quicker relief 


and shortened disability 


Promptly 


in Herpes Zoster and Neuritis 


Protamide’ 


... Five Year Clinical Evaluation 


With only one to four injections of Protamide® prompt 
and complete recovery was obtained in 84% of all herpes 
zoster patients and in 96% of all neuritis patients treated 

during a five-year period by Drs. Henry W., Henry G., 

and David R. Lehrer (Northwest Med. 75:1249, 1955). 


The investigators report on a total of 109 cases of 
herpes zoster and 313 cases of neuritis, all of whom 
were seen in private practice. All but 

one patient in each category 
responded with complete recovery. 


This significant response is attributed to 
the fact that Protamide therapy was started 
promptly at the patient’s first visit. 


The shortening of the period of disability 
by this method of management is 
described as “a very gratifying experience 
for both the physician and the patient.” 


Protamide® is a sterile colloidal solution prepared 
from animal gastric mucosa... free from protein 
reaction... virtually painless on administration 
...used intramuscularly only. Available from 
supply houses and pharmacies in boxes of ten 
1.3 cc. ampuls. 


PROTAMIDE 


| Protamide 
| ...a product of —SYferman Leboratories 


Detroit 11, Michigan 
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POSTGRADUATE MEDICINE’S REPORT 
of late news of interest to the practicing physician 


DECEMBER 1956 


ADVANCES IN SURGERY 


High lights of the 42nd Clinical Congress of the American College of Surgeons: 

@ Surgical treatment of eight clinical cases of ventricular aneurysm, which 
frequently develops on the site of a myocardial infarction, brought encouraging 
results in contrast to poor prospects with conservative management.—Drs. 
Charles P. Bailey and R. A. Gilman, Philadelphia. 

@ Nitrogen mustard has been administered prophylactically to patients hav- 
ing resection of tumors which metastasize by vein as well as by the lymphatics. 
Animal experiments show it is effective in decreasing the “take” of the Walker 
carcinosarcoma cells.—Drs. Gerald O. McDonald, Ernesto P. Cruz and Warren 
H. Cole, Chicago. 

@ A suspension of skin particles, prepared in a kitchen blender and sprayed 
over large, freshly denuded areas of rabbits, brought successful results in 90 per 
cent of the animals. The amount of donor skin needed in each case averaged 
about 10 per cent of the denuded area. The numerous scattered islands of 
skin grow to cover the entire site completely by the third week.—Drs. John S. 
Najarian and Horace J. McCorkle, San Francisco. 

@ A spring valvelike flap, covered with nylon and fashioned from a frame 
of Elgiloy, an alloy developed by a watch manufacturer, has offered experi- 
mental promise of a method for treating aortic stenosis and insufficiency. In 
living animals, there has been no sign of emboli, and in animals sacrificed up to 
22 months there has been no clot on the prosthesis itself or on adjacent endo- 
cardium.—Dr. James H. Wible, Detroit. 


CANCER 


High lights of the annual meeting of the American Cancer Society: 

@ The 350 million electron-volt proton beam of the cyclotron provides a 
method, additional to surgery, of destroying the human pituitary gland in some 
women patients with advanced breast cancer. No evaluation of the therapeutic 
effectiveness of radiation hypophysectomy has yet been made.—Dr. John H. 
Lawrence, University of California. 

@ First isolation of growth hormone from human and monkey pituitary 
glands has been achieved. It is hoped the work marks a major breakthrough to 
eventual use of the pituitary growth hormone in human disease, including 
dwarfism, cancer and other metabolic conditions. The new monkey growth hor- 
mone is being tested for possible activity in man at the National Cancer Insti- 
tute.—Dr. C. H. Li, University of California. 
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What's Happening in Medicine 


CARDIOVASCULAR 


High lights of the 32nd annual meeting of the American Heart Association: 

@ Lipoprotein measurements in 2000 men and women, including both 
healthy adults and patients with established coronary heart disease, failed to 
show this technic to be of diagnostic value for detecting individuals predisposed 
to coronary artery disease. Data suggest that the increase of lipid levels with 
age may be the result of getting fatter. Heart disease undoubtedly is associated 
with some disorder of fat metabolism. In studying this disorder, measurement 
of cholesterol alone would serve at least as well as measurement of lipoproteins. 
—Dr. George V. Mann, Boston. 

@ The rheumatic fever victim who reaches his twentieth birthday with only 
moderate heart enlargement or a leaking heart valve may look forward to an 
almost normal life expectancy, a review of the history of 757 out of 1,042 chil- 
dren observed during a 40 year period shows.—Drs. May G. Wilson and Wan 
Lgo Lim, New York. 

@ Hot, humid environment adds a serious burden to the heart already in- 
jured by disease, even though the patient is resting quietly—Drs. George E. 
Burch and Albert Hyman, New Orleans. 

@ Metaraminol, closely related chemically to norepinephrine, has been used 
to elevate pressure in more than 500 shock patients. In contrast to norepineph- 
rine, metaraminol produces tissue damage far less frequently at the site of injec- 
tion—Drs. Max H. Weil and Wesley W. Spink, Minneapolis. 


EYE, EAR, NOSE, THROAT 


High lights of the annual meeting of the American Academy of Ophthalmology 
and Otolaryngology: 

@ Injection of an appropriate amount of vitreous, taken from enucleated 
eyes and refrigerated, has been successful in 45 per cent of cases of detachment 
of the retina. The vitreous helps support the retina and keep it in place. The 
vitreous implant is not a cure-all but another way of handling complicated de- 
tachments.—Dr. Donald M. Shafer, New York. 

@ Congenital atresia of the nasal passages apparently accounts for many 
deaths of infants who suffocate in their cribs. Infants do not instinctively open 
their mouths to breathe. A metal airway should be inserted in the mouth until 
the opening can be made by surgery. In some cases, tracheotomy is necessary.— 
Dr. Henry H. Beinfield, Brooklyn. 

@ A combination of x-ray and triethylene melamine (TEM) has increased 
hope for better results in treatment of retinoblastoma. The TEM is injected into 
the internal carotid artery. 


ANTIBIOTICS 


High lights of the Fourth Annual Symposium on Antibiotics: 

@ A combination of tetracycline and oleandomycin was effective in 96 per 
cent of 50 patients with osteomyelitis, acute gallbladder infection, skin ulcers 
and infections of the urinary tract—Dr. Sigmund S. Winton, Chicago. 

@ Prednisolone is helpful in patients with acute and severe forms of tuber- 
culosis, including pneumonic tuberculosis, miliary tuberculosis and infections of 
the spinal cord and brain by tubercle bacilli—-Dr. Harry Shubin, Philadelphia. 

@ Treatment of 632 patients with chloramphenicol over a five year period 
showed no evidence of unfavorable reaction in the blood stream in such condi- 
tions as pertussis, bacterial meningitis, bacillary dysentery or typhoid fever— 
Dr. Samuel S. Woolington, Los Angeles. 
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Approximately half of all patients taking any Rau- 
wolfia preparation experience the annoying side-effect 
4 of nasal stuffiness. Clinical studies have shown that 
q ‘Pyronil’ usually relieves this condition. 

4 For your convenience, ‘Sandril’ and ‘Pyronil’ have 
been combined in one small tablet. Its ‘Pyronil’ con- 
tent will relieve nasal congestion in about 75 percent 
of your patients who experience this troublesome 


side-effect. 
7 Each tablet combines: 


DOSE: Same as with ‘Sandril’ alone. 

ALSO: Tablets ‘Sandril,’ 0.1, 0.25, and 1 mg. 
Elixir, 0.25 mg. per 5-cc. teaspoonful. 
Oral Drops, 2 mg. per cc. 
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Dr. Samuel A. Levinson 


Editors ; Dr. Milton Helpern 


Dr. Maier I. Tuchler 


Unusual Aspects of Anonymous Letter Cases 


GEORGE G. SWETT* 


St. Louis 


Iv the house next to 
yours there may live a 
quiet little fellow of the 
“Milquetoast” variety: 
down the street a kindly 
old lady who loves flow- 
ers and animals; over in 
the next block a devoted 
church-goer. given to 
quoting scripture. All 
nice people, good neigh- 
bors, assets to the com- GEORGE G. SWETT 
munity. None would 

think of offending with an unkind word or a 
derogatory phrase. Yet triggered. each is capable 
of becoming a leering demon, giving way to a 
concealed madness of a variety which prompts 
the authoring of vilifying. unsigned letters. 

It is probable that the words “anonymous let- 
ter” will strike terror in the hearts of but few 
readers. The words “poison pen letter” may at- 
tract a whit more attention but, again, no reader 
is likely to quaver and blanch, stricken with a 
deep-seated fear which borders on terror—no 


*Examiner of questioned documents, St. Louis, Missouri. 


reader. that is. except those who may have been 
victimized by a vicious. anonymous writer. 
Each day there are mailed, delivered person- 
ally. or conveved by messenger an astonishingly 
large number of anonymous letters. These let- 
ters vary in content from earnest, legitimate mes- 
sages to which the writer believes it impolitic to 
sign his or her name, to the lascivious. vilifying 
and, sometimes, extorting letters which are the 
concern of society. As an expert in the identifica- 
tion of handwriting for some 16 years. | have 
come in contact with a vast array of anonymous 
letters, their writers and their recipients. While 
on rare occasion letters of the legitimate type 
have been studied for one reason or another. in 
the great majority of instances the undesirable 
kind have been involved. These have been let- 
ters which contravened postal or other statutes. 
Persons who have never been involved in any 
way with anonymous writers or the letters they 
pen cannot envision the terrible consequences of 
communications executed for the purpose of vili- 
fying. frightening. revenging. or extorting from 
another person. Homes have been broken and 
lives wrecked completely by anonymous letter 


(Continued on page A-36) 


POSTGRADUATE MEDICINE 


} 

Al 
\ 

\ 

\\ \ 
\W \ —— 

| 4 \ 

\ 

| 
F | 
| 
A-34 


now in cordial-like form 


PEACE OF MIND 
ATARAX: SYRUP 


Good tasting, fast-acting. Especially \, 
useful in hyperemotive children or in \ 
senile anxiety. Each cc. contains 2 mg. \ 
hydroxyzine. Adult dosage, one or © 
two tsp., three times daily. Children, one 
tsp. once or twice daily. In pint bottles. ‘= 
Q ATARAX tablets, too. In 10 mg. 
; (orange) and 25 mg. (green) 


tablets, bottles of 100. 


Chicago 11, IHinois 


| 
| 
t 
| 
2 
LE \ | 
ly | 
| 
| 
to 
a- 
ve 
us | 
le 
pe 
in | 
le 
y 
| 3 
li- e \ 
‘ o@? - wh | 
| 3 
December 1956 | 


Forensic Medicine 


writers. Those working regularly in the field of 
handwriting identification come to know first- 
hand the misery and suffering caused. 

No handwriting examiner worthy of the title 
will allow influences other than the actual hand- 
writing. handprinting or typewriting under study 
to affect his examination or his finding. Yet. in 
anonymous letter cases there are important fac- 
tors other than the documentary evidence which 
by their very nature are so closely connected with 
it that, practically if not actually. they become 
an integral part of that evidence. 

Someone once observed that of all the com- 
plex machines and mechanisms on earth. none is 
so complicated, or so unpredictable. as the human 
mind. There will be no disagreement with this 
idea by anyone who has given thought to this 
remarkable but eccentric machine under its vari- 
ous operating conditions. In an anonymous letter 
case. for the purpose of this discussion, two such 
machines are involved: that of the letter writer 
and that of the expert. That the examiner of 
questioned documents is equipped with a mind 
is at once fortunate and unfortunate, with the 
vast preponderance of desirability being, of 
course. on the fortunate side. It is fortunate 
because man has reached his present state of 


advancement primarily because of this mental 
equipment with which no other animal is en- 
dowed. Conversely. the world is not a much bet- 
ter place in which to exist only because of the 
machinations of the minds of men. 

Equipped with this most necessary mechanism, 
the document examiner may do great things in 
his field. On the other hand this great gift may 
cause him difficulty. It thinks! It theorizes! It 
reasons! It applies logic! Anonymous letter 
writers also think. They. too. theorize. On rare 
occasions they reason, and even less frequently 
they apply logic of a kind. It has been said that 
crime has pattern but no logic. It may be said of 
anonymous letter cases that they have pattern, 
little sound reasoning, and even less logic. The 
strict application of a sound and orderly mind 
to the mental processes of an anonymous writer 
may lead only to confusion. 

There are anonymous letter cases which in- 
volve only one letter and one addressee. and 
there are those with many letters and many “vic- 
tims.” For a number of reasons the latter type 
are usually more susceptible to solution in a 
document laboratory. primarily because they al- 
ways furnish a sizable quantity of handwriting. 

(Continued on page A-38) 
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First, hold tablet under tongue 5 minutes for quick bronchodilation 


from sublingual aludrine. 


Then, swallow NEPHENALIN tablet for 4-hour asthma relief with 
theophylline-ephedrine-phenobarbital. 

Dose: | tablet as needed (up to 5 a day). Bottles of 20 and 100. 
Tuos. Leeminc & Co., Inc., New York 17, N. Y. 
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clinically proved, before introduction, in over 12,000 patients 


announcing 


Compazine 


a further advance in psychopharmacolog y 


a true “tranquilizer” with specific 
action in psychic and psychosomatic 


conditions 


indicated in mental and emotional 
disturbances — mild and moderate — 


encountered in everyday practice 


available in 5 mg. tablets 


minimal side effects 


Few drugs have been so thoroughly studied before introduction 
or introduced with such a substantial background of clinical 
experience. 


In the more than 12,000 cases treated with ‘Compazine’ here and 
abroad, and in experimental studies at very high dosage, no blood 
change or jaundice attributable to ‘Compazine’ was observed. 


Smith, Kline & French Laboratories, Philadelphia 1 


* Trademark for proclorperazine, S.K.P. 
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Given adequate specimens of the handwriting of 
suspects, the expert is usually able definitely to 
eliminate from suspicion or to identify persons 
believed likely to have authored the letters. 

In multiple-letter cases (often referred to as 
‘series cases) it is incontrovertible that in many 
instances the person writing the letters is also 
addressing some of them to himself and report- 
ing them to authorities as they are received, if 
they are violations of the law. This is an illustra- 
tion of fallacious reasoning on the part of the 
anonymous writer. If he is receiving letters, he 
decides that no one will suspect him of writing 
them. He cannot know that according to esti- 
mates of persons experienced in anonymous let- 
ter cases. the writer himself receives letters in as 
high as 50 per cent of all series cases. After many 
years of experience in the field, | might consider 
that estimate somewhat high, but would not take 
serious issue with the figure. 


Types of Letter Writers 


Experience has indicated that there is no 
“anonymous letter type” of individual. This is 
not intended to imply that certain individuals 
are not more likely to write anonymous letters 
than others. There are such people. It means 
that in my experience, vicious, anonymous writers 
have proved to be persons ranging from a highly 
respected business executive to an eight year old 
schoolgirl. Church groups and fraternal organi- 
zations have been harassed by anonymous writers 
among their memberships, and corporations and 
labor organizations have not escaped these pur- 
veyors of misery. 

The general impression is that anyone who 
stoops to the execution of vilifying, anonymous 
letters must be unbalanced mentally. Perhaps so. 
The volume. “Questioned Documents,” by Dr. 
Albert S. Osborn, recognized as the father of 
scientific research in the field of handwriting 
identification, is known throughout the world 
as the standard text on the subject. Its author 
worked for over 50 years in the complex field 
of anonymous writings. His observations, as set 
forth in his book, are worthy of quotation: 

“There are many persons whose minds are 
wavering between sanity and a slight or a 
pronounced phase of insanity. A person of 
this kind is correctly described as one with an 
‘unbalanced’ mind which may tip over the 
wrong way on slight provocation. These are 
the persons who in many cases write anony- 
mous letters. Every newspaper or magazine 


Forensic Medicine 


contest that brings many letters arouses these 
writers and any public trial, sensational event, 
mysterious murder or strange disappearance, 
unbalances them at least temporarily.” 

A most lurid obscene letter case involved a 
pretty, 17 year old coed who received a long 
series of lascivious letters urging her to illicit 
sexual acts with her current young gentleman. 
After dogged investigation had eliminated the 
young man who had motive. and numerous other 
suspects, the girl’s mother was arrested for the 
offense and admitted sending the letters to her 
daughter. Why? She was a schizophrenic. said 
the psychiatrists, who had decided the young 
man would be an excellent husband for her daugh- 
ter and believed that if illicit sexual acts were 
indulged, marriage would be a consequence! 
Certainly there was motive in this case, but the 
document examiner could never have solved it 
through reasoning and logic alone. The family 
was highly respected: the father was an em- 
ployee of the government: the mother, a quiet, 
poised woman, betraying outwardly no hint of 
the turmoil which possessed her. Had the moth- 
er’s handwriting not reached the laboratory by 
accident, the case might have been unsolved 
forever. 

This is but one instance—perhaps the most 
bizarre in my experience—of the peculiar turns 
anonymous letter cases may take. The point: If 
a devoted, maternal mind will take this tack, 
what is the limit? The answer: None! 


Age and Sex of Letter Writers 


To the layman it may seem that an experienced 
document examiner should have little difficulty 
in determining the sex of a writer from an 
examination of the handwriting or a study of 
phraseology or both. Similarly, those not involved 
in handwriting identification naturally would 
presume that an expert could classify a writer as 
a child or an adult, and, further, more or less 
pinpoint the writer’s age group. All those work- 
ing in the identification sciences suffer by com- 
parison with wonder-workers in motion picture, 
television and the radio drama _ laboratories— 
the fellows who toss off the most complicated 
problems of any nature in the twinkling of an 
eye. Actually, at best, the most experienced ex- 
aminer can only guess the sex of the writer. 
While he may do a little better with regard to 
age, he still cannot be definite. 

Times have changed indeed. A century ago— 

(Continued on page A-42) 
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Superior control of infectious dis- 
eases through superior control of 
the changing microbial population 
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lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 

* controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller Ss 
antimicrobial spectrum which in- = 
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or even 50 years ago—the phraseology of a com- 
munication was more indicative than today. In 
our era, the distaff side is exposed to a wider 
vocabulary than was its counterpart of a genera- 
tion or so ago. There are many reasons for this. 
For example. consider some of the leading best- 
selling novels of the past 10 or 15 years. What 
would have been hinted at the turn of the cen- 
tury, or even much later. is now printed out for 
all to read. This refers not only to intimate situa- 
tions but also to the actual use of obscene, vulgar 
words. By reading assiduously some of the World 
War II novels, the sheltered maiden may well 
become the purveyor of barracks-room expres- 
sions if she be so disposed. More generally, the 
over-all infiltration of women into activities for- 
merly exclusively masculine has changed the 
picture. 

As to the much-touted “feminine touch” in 
handwriting. it is an obscure. vacillating quantity 
to this observer. Certainly an experienced expert 
in handwriting identification might examine 100 
specimens and be correct as to whether the writers 
were male or female in 99 instances—if he were 
fortunate. that is. But the hundredth—the one 
that was fumbled—might trip him up in an im- 
portant investigation. We readily recognize that 
there are women whom we characterize as having 
a masculine look and men we consider effemi- 
nate. Similarly, some female writers have mascu- 
line traits. while male writers may develop femi- 
nine traits. 

In a case involving one of the most violently 
obscene letters to come under scrutiny, the “cul- 
prit” was disclosed as an eight year old school- 
girl. Her writing, of course. was immature and 
the spelling was poor. During the preliminary 
examination of the handwriting. before the writer 
was known, the inclination was to believe the 
letter to be the work of an adult of low litera- 
cy. The writing looked like a child’s but it was 
not accepted as such because of its violently ob- 
scene nature. The child. it developed, had no real 
knowledge of the meaning of the words she wrote 
and, incredibly. had learned them at home. 

As a writer advances in age. his progressing 
years are likely to be manifest in his handwrit- 
ing. although this is not necessarily so. Writers 
of extremely advanced years may continue to 
move the writing instrument with facility. Fre- 
quently, though, the writing line will take on a 
perceptible tremor and there will be eccentric 
deviations from the intended direction of the 
writing line. This is the result of the writer’s 


natural debility, and the condition can be ag- 
gravated by an accompanying failure of eye- 
sight. In this connection, it must be borne in 
mind that extreme physical weakness in an in- 
dividual, possibly brought on by an illness, may 
create writing irregularity that may not be dis- 
tinguished readily from the irregularity of age. 
Defective eyesight. not corrected by glasses. may 
also lead to irregularity in writing. Illiteracy 
may cause writing conditions of an unusual na- 
ture. The irregularities of age. of weakness and 
of illiteracy may not always be distinguishable 
one from the others. 


Motives 


In searching for the motive of an anonymous 
writer, one must be wary. Motive is always pres- 
ent but it may be veiled intentionally to the point 
of obscurity. In the case of the mentally tortured 
mother who mailed letters to her daughter, the 
motive was veiled but not intentionally, and there 
was no effort to point the finger of suspicion at 
anyone in particular. Veiled-motive cases are 
decidedly in the minority but when they do ap- 
pear they may become exceedingly complicated. 
Usually their accurate solution depends more 
directly on the acumen of the field investigator 
than on the document examiner. but the expert 
needs to be apprised of them. These are the 
cases wherein the accusing finger is most defi- 
nitely pointed—but at a completely innocent 
person. They may range from the very clever to 
the utterly stupid. 

I have seen only one case in which simulation 
was involved. In this instance a short. anony- 
mous note was written in imitation of the hand 
of another person. The writer of the letter—let 
us call him Jones—was displeased with a man 
whom we shall call Smith. Jones sat down and 
wrote a vilifying letter to Miss Brown, a mutual 
acquaintance. Although Jones did not sign Smith's 
name to the letter. he did what he considered an 
excellent job of imitating Smith’s writing. Cer- 
tain references in the note led directly to Smith. 
and officers investigating the matter believed 
Smith responsible. When the note and_ speci- 
mens of Smith’s genuine writing reached the 
document laboratory. the note was quickly iden- 
tified for what it was. an attempt to imitate 
Smith’s writing. To the expert. the note was a 
crude effort. It developed that Jones and Smith 
were both pressing their suit for the hand of Miss 
Brown, and Jones, sensing defeat, hit on this 
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method of eliminating Smith from competition. 

Not so easy to solve was a case involving type- 
writing. In this instance, the actual writer of a 
vilifying letter had access to the paper and type- 
writer of another man. He wrote and mailed to a 
third person a letter which constituted a viola- 
tion of law. The letter was not signed but investi- 
gators located the typewriter and the document 
laboratory correctly identified the machine and 
the paper used. Because of the accused’s vehe- 
ment protestations, officers continued to investi- 
gate and ultimately ascertained the facts. The ac- 
tual writer was seeking revenge for an imagined 
wrong at the hands of the owner of the type- 
writer. 

The cited cases represent the actions of the 
more enthusiastic writers of veiled-motive let- 
ters. In other cases, clever references within let- 
ters have directed suspicion at innocent persons. 
The point of this recital is that while the con- 
tents of an anonymous letter may indicate the 
true author, it is equally possible that the “clues” 
have been planted to mislead. 

The activities of one anonymous writer were 
so unusual as to tax one’s credulity. An old-time 
street letter-box thief would pilfer mailboxes at 
the less busy i intersections of large cities during 


analgesics. 
DOSE... 
thereafter as needed. 


December 1956 


for extraordinary pain relief . 
of proven analgesics: Dipyrone (1 gr) most effective of the pyrazolone group 
and of low toxicity, aspirin (3 gr), acetophenetidin (2 gr), all potentiated by 
a small amount of phenobarbital (1/4, gr) so valuable when pain is accompanied 
by anxiety and sleeplessness. 
Prescribe AXOFOR Capsules Warren-Teed for high-level analgesia without 
narcotic side effects, without stimulation as compared with caffeine-containing 


THE WARREN-TEED PRODUCTS CO. 
COLUMBUS 8, OHIO 
Dallas © Chattanooga ® Portland ® Los Angeles 


the late night or very early morning hours. His 
prime objective was to procure money. He would 
place all mail which had accumulated in a mail 
collection box in a sack and carry it to his room. 
There, at leisure. he would cull his haul, taking 
what money might be found, as well as any 
“forgable” checks. Having disposed of these 
“business” matters, he would turn to what was 
to him entertaining and amusing. He would 
search carefully for a billet-doux from a swain 
to his intended. Meticulously he would open the 
letter and read its tender content. At the bottom 
he would add in a reasonable facsimile of the 
swain’s handwriting, “Oh, darling. I forgot some- 
thing.” Then he would pen a tremendously in- 
sulting sentence, carefully reseal the letter, and 
replace it in the mails for delivery. 
Temporarily, this created a great deal of tur- 
moil until postal inspectors, thoroughly familiar 
with his operations, explained the facts to sender 
and addressee. The old fellow was always arrested 
and invariably admitted both his depredations on 
the mailbox and the addition of undesirable ma- 
terial to quite legitimate letters. He admitted he 
could not be present when such a letter was re- 
ceived but confided that he could sit back. close 
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CAPSULES * WARREN-TEED 
(non-narcotic ) 


. without narcotics ...a synergistic combination 


. one capsule every hour for three doses, one capsule every two hours 
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his eyes, and see the results just as clearly as 
though he were watching a motion picture. This, 
he said, afforded him many jolly moments. 
Anyone receiving an anonymous letter, how- 
ever mild, should be careful to preserve it even 
if it demands no immediate action. Often a mild 
letter will open a campaign destined to become 
vicious and ultimately requiring the attention of 
law enforcement authorities. The more letters 
available in an investigation, the better the 
chances of investigators and laboratory men to 
find the culprit quickly. Further, a mild letter 
might be one of a series, with other letters to 
other persons in the community not so mild 


in nature. One thing should be remembered. A 
“Jet-him-alone-and-he'll-go-away” attitude rarely 
works with the anonymous writer. He is tena- 
cious and is seldom stopped by being ignored 
or by anything else short of apprehension and 
exposure. If anonymous letters are obscene, vi- 
cious or threatening or attempt to extort. they 
should be reported to the proper authority. The 
anonymous writer for all his possible mental 
deficiencies is no “patsy” for the amateur in- 
vestigator. He should not be allowed to run his 
course because his course usually knows no 
bounds. He should be brought to bay by men 
who have studied him and know him. 


Senior Editor of PostcRaADUATE MepiIcINE’s department of Forensic Medicine 
since its inception was the late Dr. Thomas A. Gonzales. He was generous with help 
and encouragement in developing and maintaining this feature section and con- 
tinued his active interest in it until his final illness last spring. The tribute which 
follows was written by Dr. A. W. Freireich, a former associate and friend. 


Thomas Arthur Gonzales, M.D. 


(1878-1956) 


WD. Thomas Arthur Gonzales or “Tag,” as he was known to his intimates and 
associates, died May 14, 1956, at the age of 77. He had served as the second Chief 
Medical Examiner of the City of New York until his retirement in 1954. 

When Dr. Charles Norris, the first Chief Medical Examiner of New York City, 
was appointed to that position, Dr. Gonzales joined him as an Assistant Medical 
Examiner. He was promoted to Deputy Medical Examiner in 1926, and in 1935. 
when Dr. Norris died, he became Acting Chief Medical Examiner. In 1937 he was 


appointed Chief. 


Dr. Gonzales was born in New York and was graduated from Bellevue Medical 
College in 1898. He was pathologist at Harlem Hospital before his appointment to 
the Medical Examiner’s office in 1918. He served as professor of forensic science 
at the New York University Post-Graduate Medical School and had also been on the 
faculty of New York Medical College, Flower and Fifth Avenue Hospitals and the 
New York University College of Medicine. He was certified by the American Board 
of Pathology, was a member of the American Association of Pathologists and Bac- 
teriologists and of the College of American Pathologists. He was a member of the 


American Academy of Forensic Sciences. 


A pioneer in the scientific investigation of suspicious deaths as instituted by the 
adoption of the Medical Examiner System in New York City to replace the out- 
moded, politically staffed coroner system then in existence, Dr. Gonzales was in- 
strumental in the development of the newer methods involved in such studies. The 
results of these experiences are embodied in the textbook, “Legal Medicine, Pathol- 
ogy and Toxicology,” of which Dr. Gonzales was a coauthor and which has become 
a classic for students and physicians throughout the world. 

A tall, moderately obese, jovial individual, wearing horn-rimmed glasses, Dr. 
Gonzales was a friend to all those around him. He took great pleasure in demon- 
strating the pathologic material from his autopsies to the students and interns in 
his laboratory and gave unsparingly of his knowledge to the enlightenment of all 


around him. 
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In constipation ...‘‘the consistency 
of the stool is more important than 
the frequency of defecation or the 
quantity expelled.’”* 


* Cecil, R. L., and Loeb, R. F., eds.: A 
Textbook of Medicine, ed. 9, Phila- 
delphia, Saunders, 1955p. 880. 


Squibb Diocty! Sodium Sulfosuccinate 


slieves or prevents constipation 


y softening the stools 


Molofac softens stools by lowering surface tension in 
the intestine, permitting water to mix more thoroughly 
with the fecal matter. Molofac fosters natural, spon- 
taneous defecation...it is not a laxative or a cathartic. 


In mild constipation—Adults and older children: 1 or 2 capsules 
daily. Children 6 to 12 years old: 1 capsule daily. 


In more severe constipation—Adults and older children: an ini- 
tial dose of 2 capsules twice daily for three days, with 1 or 2 cap- 
sules daily thereafter. Increased dosages may sometimes be 
required. 


NoTE: The stool-softening effect of Molofac is usually evident 
1 to 3 days after the beginning of treatment. 


Supply: Bottles of 30 and 100 capsules. Each clear, red, one-piece 
capsule contains 60 mg. of dioctyl sodium sulfosuccinate. 


) Squibb Quality—the Priceless Ingredient 


A-A5 


| HCH : 
| 
| | 
| 


The Well-Proportioned 
Nutrients in 


Enriched Bread 


BLAND DIETS 


) = the bland diet is prescribed in peptic ulcer, gastritis, 
enteritis, colitis, or postoperatively, Enriched Bread fits the aims of the 


diet and at the same time provides a well-proportioned list of needed 
nutrients. 


Enriched bread, plain or toasted, is bland in nature, soft and open in 
texture, and almost neutral chemically. The fresh appeal of enriched bread, 


its pleasant taste, and its easy blending with other foods, combine to give 
it a significant place in bland diets. 


The added nutrients of enriched bread are selected qualitatively and 
quantitatively because of their importance in everyday nutrition. They 


have proved particularly advantageous when the intake of certain vitamin- 
bearing foods must be restricted. 


Six average slices of enriched bread (containing 4% added nonfat 
milk solids) provide 12 grams of good quality protein (flour pro- 
tein supplemented with milk protein), 0.36 mg. of thiamine, 0.26 


mg. of riboflavin, 3.35 mg. of niacin, 3.5 mg. of iron, and 126 mg. 
of calcium. 


These amounts represent from 16 to 29 per cent of the respective 
daily needs for good adult nutrition. 


AM ERICAN BAKERS ASSOCIATION The nutritional statements made in this ad- 


vertisement have been reviewed by the Coun- 
cil on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


20 NORTH WACKER DRIVE - CHICAGO 6, ILLINOIS. — 
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Lift the depressed patient up to normal 


without fear of overstimulation .. . 


Ritalin 


A HAPPY MEDIUM 
IN PSYCHOMOTOR 
STIMULATION 


2/2193 
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antihistamines. 


Ritalin is not an amphetamine. Except in rare instances it 
does not produce jitteriness or depressive rebound, and has "a 
little or no effect on blood pressure, pulse rate or appetite. | és 


Reference: 1. Pocock, D. G.: 
Personal communication, 


RITALIN® hydrochloride 
(methyl-phenidylacetate 
hydrochloride CIBA) 


© Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
‘‘without let-down or jitters... 
sedation caused by barbiturates, tranquilizing agents and 


and counteracts over- 


Average dosage: 10 mg. 
b.i.d. or t.i.d. Although 
individualization of 
dosage is always of para- 
mount importance, the 
high relative safety of 
Ritalin permits larger 
doses for greater 

effect if necessary. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. 
(blue); bottles of 100, 
500 and 1000. Tablets, 
20 mg. (peach-colored); 
bottles of 100 f 
and 1000. 


CIBA 
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and for definitive therapy... 
fewer and fewer attacks 
of less and less intensity 


Long-acting tablets containing pentaery- 
thritol tetranitrate (PETN) 10 mg. and 
Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
lead to objective improvement demon- 
strable by ECG. Dosage: one or two 
tablets q.i.d., before meals and on retiring 
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fastest relief of 


the acute attack 


EDIHALER-NITRO is octyl nitrite 

(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the mMEpI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


Riker 


LOS ANGELES 
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It provides Gantrisin® PLUS penicillin... 


for well-tolerated, wide-spectrum anti- 


bacterial therapy...in tablets of two 


strengths -- Gantricillin-300 "Roche! for 


severe cases; Gantricillin (100) for mild 


cases == and in an easy-to-take suspension 


for children -- Gantricillin (acetyl)-200. 


| ; Hoffmann - La Roche Inc 


Nutley 
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For troubles* 


that are only 
| skin deep 


(but very real to the patient) 


Original Research in Medicine and Chemistry 


stops itching...soothes...heals 


‘Roche’ 


*Eczema 

Dry, scaly skin 
Chafing 

Diaper rash 
Prickly heat 
Pruritus ani, vulvae 
Superficial ulcers 
Contact dermatitis 
Minor burns 
Bedsores 


Contains vitamins 

A, D, E, and a-Panthenol 

in a non-sensitizing 
vanishing cream type base 
which will please the 

most fastidious patients. 
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for a sound Ye 


sleep tonight, 
acalm day | % 
tomorrow... filmtab’, 


| Nembu-Serpin’ 


Restful nights are added to calm days for anxiety and mild hypertension 
patients when you prescribe Nembu-Serpin. The 30 mg. ('2 gr.) of short-acting 
Nembutal (Pentobarbital Calcium) in each tiny Filmtab quickly induces drowsiness at 
bedtime, followed by refreshing sleep. Then the 0.25 mg. of longer-acting reserpine in 
each Filmtab calms patients all through the following days. 
Patients experience almost immediate relief as Nembu-Serpin’s 
sedative-tranquilizing action rapidly takes effect. Then their sense of well-being in- 
| creases during the following few days. Nembu-Serpin avoids prolonged waiting for a 
cumulative response to reserpine. 
f Small dosages add safety, simplicity, economy for patients. Dosage x 
schedules are simple, medication economical: just one Nembu-Serpin Filmtab at bed- : 


f time will calm the worries of most anxiety patients. bbott 
Nembu-Serpin Filmtabs—in bottles of 100 and 500. 


® Film-sealed tablets iH 


604161 
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faster relief of pain, 
photophobia 


better control of inflammation, 
edema, allergy 


effective against common eye 
pathogens 


extremely well tolerated 


for inflammatory, allergic, infectious or traumati# 
eye conditions amenable to topical therapy—rapigj 
potent, topical Meti-steroid and anti-infective action 


supplied: METImyp Ophthalmic Suspension-Sterile: prednisolone 
: ee (METICORTELONE Acetate) 5 mg. per cc. (0.5%) suspended in an isotomay 
2 buffered and preserved solution of sulfacetamide sodium 100 mg. per Gy 
a (10%), 5 cc. dropper bottle. MeTIMyp Ointment with Neomycin: each gral 
i : contains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mgm 
‘sulfacetamide sodium and 2.5 mg. neomycin sulfate (equivalent to 1.75 mg 

neomycin base); % oz. tube, boxes of 1 and 12. a 
4 MeiImyp,” brand of prednisolone acetate and sulfacetamide sodium. _ 


S METICORTELONE,® brand of prednisolone. 


“3 
od 
“ 
4 
be 


and 


(prednisolone acetate and sulfacetamide sodium with neomycin sulfate) 


h Neomycin 


tment wit 


in 


O 
* antibacterial - antiallergic + anti- 


inflammatory 


j 
i 
new 
% 
Re 
toni 
ot 
mp 
4 
| 
fe 


Va 


Pathologists’ Meetings—a Report 


Tus is the time when we look back on what 
has been accomplished in the past 12 months, 
and then contemplate the possibilities of another 
year. I am very grateful to those who have fur- 
nished material for this column. The number of 
requests for reprints indicates that this material 
is well received. | assure any who may have de- 
veloped a significant new laboratory technic that 
a brief summary, together with references, will 
be read carefully as possible material for this 
column. The author will be given full credit, and 
perhaps earlier publication may be expected than 
if a longer article were submitted to a technical 
journal. 

In October, as usual, I attended the meeting 
of the American Society of Clinical Pathologists, 
held jointly with the College of American Pa- 
thologists, the Inter-Society Cytology Council and 
the International Union Against Cancer, at the 
Drake Hotel in Chicago. It is impossible to re- 
port such a meeting briefly. It was a “three ring 
circus,”’ which lasted a week, with scientific and 
technical exhibits, panel discussions, scientific 
sessions, an all-day seminar on breast lesions, 
and workshops and courses. Pathologists, includ- 
ing clinical pathologists, work hard when they 
attend meetings. 

The opening session began with an invocation 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Diree- 
tor of Laboratories, Rochester State Hospital, Rochester, Minnesota. 


by His Eminence, Samuel Cardinal Stritch. The 
panel discussion was on hospital-physician re- 
lationships. The following subjects were pre- 
sented: “Moral responsibilities of the physician 
with reference to pathology.” by the Rev. A. H. 
Schmeuszer. D.D.: “Professional status of the 
radiologist in hospital-physician relationships,” 
by Dr. Warren W. Furey of Chicago; and “Pro- 
fessional status of the pathologists in hospital- 
physician relationships,” by Dr. Frank C. Cole- 
man of Des Moines. It was stated that in the trial 
against the lowa Medical Society and the Iowa 
Society of Pathologists, 7000 pages of testimony 
pertaining to these relationships were presented. 

“Responsibilities of the hospital administra- 
tor in hospital-physician relationships” was ably 
discussed by Dr. E. Dwight Barnett of New York 
City. He reminded us that laws regarding medi- 
cal practice were formulated long before radi- 
ology and pathology were recognized specialties. 
“Legal status of pathology and radiology in hos- 
pital-physician relationships” was the title of 
the speech by Attorney Phillip H. Cless of Des 
Moines. E. J. Faulkner of Lincoln, Nebraska. 
discussed “The future; delineation of profes- 
sional versus hospital services in insurance pro- 
grams.” His plea was that the public should 
“keep the dead hand of government out of our 
business.” He stated that 25 years is not long 

(Continued on page A-54) 
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50 million crying babies 


changed to happy smiles 


Since prehistoric fathers 

i walked the cave floor with a 
squalling infant draped over 
one shoulder, human beings 
had been endlessly 
concerned with problems 
of artificial infant feeding 

| ... until a quarter of a 


century ago. 


Then doctors discovered 

the most satisfactory all-round 
solution to the problem — 
evaporated milk. 


So 50,000,000 babies grew 

up smiling instead of crying. 
Their stomachs didn’t hurt. They 
could devote all their time to the 
important business of growing . . . 
and how they grew! (While 
50,000,000 fathers got more rest.) 


And evaporated milk is 

still unique in its combination 
of advantages for infant 
feeding . . . the higher protein 
sufficient to duplicate the ———— 
growth effect of human milk 

... flexibility in carbohydrate 

prescription . .. maximum 


nutritional values... 


| at the lowest cost of any preparation 
for infant feeding available today. 


PET EVAPORATED MILK PET 


is the “going home” formula for more NY ie é; 
| babies than any other form of milk. , @ : 


PET MILK COMPANY e ARCADE BUILDING « ST. LOUIS 1, MISSOURI 
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to control 


any capillary or venous bleeding 


rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 


parenteral hemostat 


*Over a million doses given without a 
gi. single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppere¢ vials. 


ton) CHATHAM PHARMACEUTICALS, INC 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06758 Austin Laboratories, Limited, Guelph, Ontario 


Laboratory Notes 


enough to test the soundness of an insurance 
program. 

Following a spirited question-and-answer 
period, the high light of the morning’s program 
was the address by the President of the College 
of American Pathologists, Dr. W. A. D. Ander- 
son of the University of Miami School of Medi- 
cine. This address has been published in the 
October Bulletin of the College of American 
Pathologists, and 1 would recommend a careful 
reading of it. 

Dr. Anderson suggested we read “Mink coats 
and Cadillacs: a discourse on the nutrition and 
hygiene of the soul,” by Dr. Robert R. Newell 
of San Francisco (J.A.M.A. 158:381, 1955). 
This paper was given at the dedication of the 
Mayo Memorial Building at the University of 
Minnesota. In his summary Dr. Newell states. 
“The Cadillac and the mink coat are only sym- 
bols, emotional and I hope pointed, but only 
symbols. They are intended to epitomize the soul- 
serving uses of ostentation. Having presented 
these symbols, | am pleading for better under- 
standing of the things they represent and plead- 
ing for charity in judging other people, in view 
of their necessities for the nourishment of their 
souls. But let us doctors not choose this ostenta- 
tion that less fortunate men have to content 
themselves with. Let us choose instead the pay- 
off that is uniquely available to doctors, namely. 
the satisfaction of bringing the best we have to 
the patient who entrusts his life to our learning 
and our skill.” Dr. Anderson pointed out that “in 
the practice of pathology, which so often involves 
preoccupations with laboratories, with adminis- 
tration and administrators, it is particularly im- 
portant for us to remember that the end point 
of all our activity is an individual, a patient. 
and that we are practicing medicine as individ- 
ual physicians, not as a laboratory, or a hospital 
or a group. Despite the advantages and necessity 
for good organization, it is in individualism that 
our strength lies.” 

The panel discussions on cytology were very 
complete. Doubtless these papers will continue 
to be published for some time, for there were 
more than 50. 

The scientific sessions of the American Society 
of Clinical Pathologists included subjects of gen- 
eral interest, such as “Studies of the fibrinogen 
polymerization test,” which may be useful in 
the diagnosis of active rheumatic disease. “The 
transaminase assay and its clinical application” 
and “Serotonin” may be discussed later. 
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f to quiet the cough 


and calm the patient 


INTEGRATED ACTION 


1. Topical anesthetic action 
: more powerful than that of cocaine 


2. Antihistaminic action 
to help control cough, bronchial spasm, 
and allergy-caused congestion 


3. Sedative action 
to allay nervous irritability 


4. Expectorant action 
to render the cough productive by aiding 
the secretion of protective mucus 


| PHENERGAWN’ 
EXPECTORANT 


R Promethazine Expectorant with Codeine; Plain (without Codeine) 
Philadelphia 1, Pa. 
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relie 


ing to pialtpétuate the coughing cycle. Each provides demulcent and expectorant 
plus components) which: irritated 


hydrochloride, Pa 


3 *(bromodiphenhydramine 
il hydrochloride, Parke-D 


Benadryl! hydrochloride 
(diphenhydramine 


surprised and pleased at the promptne GTORANT for the first time 
g are controlled. Duration of cough is lly lency and severity of 
each af theca wi usua 
medircatinne eamhate tunderlvi well, because 
, 
SS 
to 2 teaspoonfu or four hours—adults, 
| KE, DAVIS & COMPANY DETROIT 32, MICHIG: 


Fundamental advance in the battle against 


HYPER 


An oral antihypertensive that gives 
the convenience of oral administration, 
the reliability of parenteral injection 


INVERSINE is a totally new antihypertensive agent. 
It is mecamylamine, a secondary amine, chemically 
different from all other ganglionic blocking agents. 


INVERSINE is both potent and reliable on oral ad- 
ministration. It has been proved therapeutically ef- 
fective in the treatment of hypertension, and has 
been used by many investigators on thousands of 
patients. 


In one of many clinical trials,* “The over-all re- 
sponse rate was 92%, and 24% of the patients 
became normotensive.” Investigators have found 
INVERSINE to be “...the most potent...of the 
three drugs in reducing the blood pressure . . .”’ 
[INVERSINE and two other ganglionic blocking 
agents.] 

Completely absorbed when it is given by mouth, 
INVERSINE “. . . has such a gradual onset and offset 
of action that a continuous and effective level of 
blockade can be readily achieved . . .””* 


INVERSINE Provides Many Clinical Advantages. 
1. Excellent reproducibility of effects. 


2. Most potent of all available oral ganglionic block- 
ers (10 to 20 times more potent than pentolinium 
and about 90 times more potent than hexametho- 
nium). 

3. Smooth, predictable response. In a given patient, 
the same dose of INVERSINE elicits the same blood 
pressure response, time after time, with minimal 
day-to-day fluctuation. 


4. Remarkable physiologic economy (because com- 
pletely absorbed), resulting in long duration of ac- 
tion, sustained effect. 

5. Gradual onset of effect. 

6. Small oral dosage produces required hypotensive 
effect. 

7. Effective even in patients refractory to hexame- 
thonium and other ganglionic blocking agents. 


VER 
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ADDITIONAL ADVANTAGES 


When INVERSINE is used for ganglionic blockade, 
some patients suffering from hypertension may ex- 
perience relief of pre-existing headache and angina 
pectoris. 


Many patients with retinopathy, congestive heart 
failure and electrocardiographic abnormalities have 
shown signs of improvement during treatment with 
INVERSINE. 


SIDE EFFECTS 


INVERSINE (mecamylamine) is a very potent agent 
which must be used with care. Side effects observed 
during clinical use are due to excessive pharmaco- 


The same dose 
provides 

the same results 
... day after day 


SINE 


MECAMYLAMINE HYDROCHLORIDE 


logic action, and may be minimized by careful ad- 
justment of dosage and close supervision of the 
patient. 

References : 

1. Moyer, J. H., et al.: Drug Therapy of Hypertension: Prelimi- 
nary Observations on the Clinical Use of Mecamylamine (A 
Ganglionic Biocking Agent) in Combination with Rauwolfia for 
the Treatment of Hypertension, Med. Rec. & Ann. 49:390 (Sept.) 
1955. 


2. Sturgis, C. C., et al.: Advances in Internal Medicine, J. Michi- 
gan M. Soc. 55:154 (Feb.) 1956. 


*In this clinical trial all patients were given, in 
addition to one of the ganglionic blocking agents, a 
constant daily amount of reserpine. 


INVERSINE is a registered trademark of Merck & 
Co., Inc. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. INC. 
PHILADELPHIA 1, PA. 
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When the Doctor's away ... HE GETS NO PAY 


When you're disabled . . . unable to practice . . . who’s 
going to help you pay the high cost of disability? Will 
there be enough cash on hand to meet your family’s 
current living expenses . . . to educate your children 
. .. to maintain your present standard of living? 


You can protect your savings .. . investments . . . and 
future happiness by enrolling in Mutual of Omaha’s 
Accident and Sickness Program for PROFESSIONAL 
MEN. 


Full details without obligation. Address, PROFES- 
SIONAL DEPARTMENT, Mutual of Omaha. 


The Largest Exclusive Health & Accident Company in the World 
HOME OFFICE: OMAHA, NEBRASKA 
CANADIAN HEAD OFFICE: TORONTO 
V. J. SKUTT, President 
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TASHAN'™ CREAM ‘Roche’ provides welcome re- 
lief from symptoms and speeds the healing process. 
Each gram contains: 


Vitamin A ; . . 10,000 U.S.P. units 
d-Panthenol . ........ 50 mg 
Vitamin D2 . 1,000 U.S.P. units 
Vitamin E (d/-alpha-tocopheryl acetate) . 5 mg 
in a cosmetically pleasing absorptive base which 
fastidious patients will appreciate. Tubes, 1 ounce. 


HOFFMANN-LA ROCHE INC * NUTLEY 10 « N.J. 
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Laboratories, Inc. 
Philadelphia 32, Pa. 


Life 
without 
Frenzy 


He used to fuss and fume when traffic slowed him down. Now he 
relaxes—his pace of living has been “calmed down’”’—since his 
doctor prescribed 


That’s the tranquilizing-sedative-hypotensive effect 
BUTISERPINE has on tense, highstrung patients. Its Butisol 
component quickly induces a more reasonable, tranquil attitude. 
This gives the reserpine component a chance to build up to its 
maintenance tranquilizing effect. 


Now you can prescribe Butiserpine also in its delightful Elixir 


form. Each tablet or teaspoonful of elixir contains: . 


Butisol® Sodium 15 mg. (% ar.) 
(Sodium 5-ethyl-5-sec-butyl barbiturate, McNeil) 
Reserpine 0.1 mg. 


Tablets 
Elixir 
Prestabs Butiserpine R-A (Repeat Action Tablets) 
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edicine from Abroad 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


LONDON 


Death of the Queen’s 
obstetrician—The death 
by a road accident of Sir 
William Gilliatt, aged 72. 
occurred on September 
27—he was driving his 
own automobile in the 
country and skidded into 
an oncoming truck. Al- 
though he had an austere and aloof manner, he 
was really the kindest and most approachable of 
men. Having attended Her Majesty Queen Eliza- 
beth at the births of her two children, he had 
naturally a large and fashionable practice. Sir 
William Gilliatt’s beginnings were unspectacular: 
His widowed grandmother ran the family farm 
in Lincolnshire; his widowed mother ran his 
father’s drugstore in Boston, and he was edu- 
cated in country schools. Later, when he became 
a student at the medical school of the Middlesex 
Hospital. London, he won all the prizes and then 
took all the higher qualifications (M.D.. M.S.. 
F.R.C.S.). After minor hospital appointments, 
he became senior obstetric and gynecologic sur- 
geon at King’s College Hospital and held this 
post for 21 years. He did not write much, and 
as a surgeon he was sound rather than brilliant. 
but he was greatly respected and his opinion was 
highly valued. He became president of the Royal 
College of Obstetricians and Gynecologists in 
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1946 and president of the Royal Society of Medi- 
cine in 1954. At the age of 72, he was still in 
active practice. 

Micturition in the female—At an interest- 
ing discussion in the Royal Society of Medicine. 
Professor R. J. Kellar of Edinburgh University 
reported the results of a group study of certain 
problems related to micturition in the female. 
It is generally believed that the urethra regulates 
the passage of urine through its lumen by pas- 
sive enlargement and active contraction of its 
muscular components; but the factors of the 
urethral epithelium and the epithelial folds and 
glands are often overlooked. The occasional suc- 
cess of estrogens in ameliorating stress incon- 
tinence is probably due to their effect on the 
urethral mucosa. An inquiry was made into the 
habits of micturition in a group of healthy nurses 
working at the hospital. to determine the inci- 
dence of stress incontinence in nulliparous young 
women. A group of 150 nurses was asked to fill 
in a questionnaire—no physical examinations 
were carried out. A total of 134 replies was re- 
ceived, 100 of them from women under the age 
of 30. Of this number, 87 stated that they ex- 
perienced leakage on stress from time to time: 
in 70. it was of occasional occurrence, but in 17 
it was frequently experienced. 

In general, stress incontinence was most likely 
to occur when the bladder was full, the nurse 
standing. and suddenly laughing, coughing or 

(Continued on page A-64) 
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ACHROCIDIN is a well-balanced, comprehensive formula 


directly modifying the complications of the common 
cold or upper respiratory infections. 


In addition to the direct benefit of rapid symptomatic 
improvement, ACHROCIDIN promptly controls the bac- 
terial component frequently responsible for the devel- 
opment in susceptible individuals of sequelae such as 
otitis media, sinusitis, adenitis, and bronchitis. 


AcurocipIN is convenient for you to prescribe—easy 
for the patient to take. Average adult dose: two tablets 
three or four times daily. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, 


*TRADEMARK 
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For preventing 


and treating 


infections 


upper respiratory 


Tetracycline-Antihistamine-Analgesic Compound 


Available on prescription only 


ACHROMYCIN® Tetracycline . . 125 mg. 


Phenacetin . . . . 


Salicylamide ....... . 150 mg. 
Chlorothen Citrate. . . . . . 25 mg. 


Bottle of 24 tablets, 


120 mg. 


PEARL RIVER, NEW YORK Lederie ) 
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sneezing. It is obvious that stress incontinence of 
a mild type occurs frequently in young nulliparas. 
In the vast majority of cases, stress incontinence 
of the more severe type can only be cured by 
operation—a vaginal plastic operation, a simple 
Kelly stitch or a sling operation—but conserva- 
tive measures must not be ignored. Controlled 
pelvic floor exercises are an important part of 
the preoperative and postoperative treatment. 
The judicious use of estrogens in postmenopausal 
patients and attention to the diet in overweight 
patients play a role. The psyche does affect this 
symptom and everyone is familiar with the 
variation in the severity of symptoms that can 
be caused by worry and nervousness. Many pa- 
tients can be helped by exhortation and sugges- 
tion. A simple dilatation and curettage can effect 
at least a temporary cure in some cases. 

Local hydrocortisone for Hunner’s ulcer 
of the bladder—Dr. J. H. Johnston of Liver- 
pool has reported (Brit. M. J. 2:698 [September 
22] 1956) marked symptomatic improvement in 
three troublesome cases of Hunner’s ulcer of the 
bladder by the use of hydrocortisone locally. 
The patients were women aged 63, 68 and 73. 
and were known cases of two, three and six 
years duration, respectively: treatment by blad- 
der distention under anesthesia, zinc ionization, 
and vesical irrigation had been carried out un- 
successfully on many occasions. Treatment was 
carried out cystoscopically using an irrigating 
instrument and with the patient in the lithotomy 
position. A size 0 hypodermic needle was filed 
through 1.5 cm. from its point and lengthened 
by the interposition between the two portions 
of a size 5E ureteral catheter from which the 
eyelet end had been removed. The catheter was 
found to grip the needle securely. A 5 cc. injec- 
tion of hydrocortisone suspension (25 mg. per 
cubic centimeter) was made through several 
punctures into and around the involved area, 
penetrating deeply into the bladder muscle. The 
total duration of the remission produced by 
hydrocortisone is not known, but it is expected 
that if symptoms recur, further infiltration will 
again be effective, as is the case with other 
chronic inflammatory conditions. 

Prefrontal leakotomy—There are still wide- 
ly divergent views on the value of leukotomy in 
the treatment of mental disorders. Critics object 
on the grounds that either the deleterious effects 
of the operation are insufficiently appreciated 
and outweigh trivial symptomatic improvements, 
if such do occur, or if beneficial results are ob- 
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tained then they are in some unspecified way 
not ethically justifiable. Drs. Eliot Slocter and A. 
Elithorn of the National Hospital. Queen Square. 
have therefore analyzed (Brit. M. J. 2:739 [Sep- 
tember 29] 1956) a series of cases of 46 stand- 
ard and 57 modified leukotomies. from assess- 
ments made at a follow-up clinic. or in the pa- 
tients’ homes by a psychiatric social worker. 
Each patient was asked the following questions: 
(1) whether the operation had helped him, and 
in what way: (2) which symptoms had improved 
or had any symptoms improved: (3) which 
symptoms had not improved: (4) had he no- 
ticed any bad effects: (5) had he noticed any 
change in personality: (6) was he glad that he 
had had the operation, did he regret it, or was he 
undecided? 

Of the total of 103 patients. 66 were glad to 
have had the operation, 11 regretted it. and 3 
thought it had been a great mistake; 23 were 
neither glad nor sorry that they had had it. The 
views of 93 relatives were also obtained. Of this 
number, 72 thought the patient was better off. 11 
thought the patient was worse. 10 thought the 
operation had made little difference. Unwelcome 
changes were reported by the patients in 43 cases 
and by the relatives in 51 cases. A good result 
was reported much more often with a standard 
operation than with a modified one. On the other 
hand, the incidence of bad effects was only slight- 
ly higher with the standard operation. Although 
it is true that leukotomy is a crude therapeutic 
weapon, and that unnecessary and unwanted 
changes are often produced by it, there is no 
doubt that occasionally it may produce effects 
which are wholly beneficial. and it is the only 
method of treatment which offers any hope at 
present of ameliorating a chronic and intractable 
serious mental illness. 

Abuse of antibiotics—The correspondence 
columns of the British Medical Journal and The 
Lancet are often more interesting—and certainly 
more amusing—than the pages devoted to what 
are (sometimes inaccurately) called “original” 
articles. In the British Medical Journal (Septem- 
ber 22, 1956, p. 712) is a letter from Dr. E. O. 
Evans of Stratford on Avon, a shrine of the 
drama, where it is by no means unusual to have 
to attend visitors from across the Atlantic. “It is 
most striking.” writes Dr. Evans, “how many of 
them carry a comprehensive range of antibiotics 
as part of their baggage—sometimes with and 
sometimes without instructions on their use. Oc- 


(Continued on page A-66) 
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are better absorbed and utilized 


Homagenets provide vitamins in the same way 
as do the most nutritious foods. The vitamins 
are subdivided into microscopic particles, then 
fused into a solid tablet form. As a result, they 
are absorbed and utilized much more efficiently 
than those in the usual compressed tablet or 
elastic capsule. 


three formulas: Prenatal, Pediatric, Therapeutic 


' Better absorption, better utilization 
> Excess vitamin dosage unnecessary 
> Pleasant, candy-like flavor 

> No regurgitation, no “fishy burp” 


> May be chewed, swallowed or dissolved 
in the mouth 


Samples available on request 


The S. E. Massengill Company - Bristol, Tennessee - New York + Kansas City - San Francisco 
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a Superior antacid action and... 


"For palatability, 
many patients prefer Maalox"* 


Maatox®, an efficient antacid suspension of magnesium- 
aluminum hydroxide gel. is smooth-textured, and always 
- ~ 
pleasant to take. MAALOx was tested by thousands of hos- wat® For Pain hie. 
pital outpatients, who preferred it to other antacids. Indeed, /’ __ try Ascriptin Tablets ™ 
high patient acceptability (without danger of constipation) / (Aspirin buffered with Maalox) \ 
is one of the outstanding advantages of MAALOx therapy.” f © Doubles blood salicylate level \ 

As to chemistry: MAALOx has more acid-binding capacity ' @ Action more prolonged \ 

an aluminum hy wen e gel, and maintains its antaci ' © Clinically proved. H 
effect twice as long.’ \ Samples on request. ; 

Supplied: Suspension, bottles of 12 fluidounces. \ / 
Tablets, bottles of 100. Samples sent promptly on request. \. A Pu ui 
1. Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. x 7 
2. Morriscn, Samuel: Am. J. Gastroenterology 22:309 (1954) ml a 
3. Rossett, N. E., Rice, M. L.. Jr., Gastroenterology 26:490 (1954). “w----" 


“... better suited for antacid therapy”? 


WILLIAM H. RORER, Inc. 


PHILADELPHIA, PA. 
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casionally this modern form of traveling first-aid 
box has been the parting gift of some well-wish- 
ing family physician. Moreover, | do in fact find 
it is common practise for visiting Americans 
to have taken some form of antibiotic. usually 
oxytetracycline—be it for bowel infection, sore 
throat. common cold, or ‘chill’—before they call 
upon my services. This seems to me one of the 
worst forms of the abuse of antibiotics. | cannot 
recall one instance of an antibiotic being correct- 
ly used by these self-treated patients. | would like 
to hope.” he concludes, “that in this instance it 
has not arisen from any misunderstanding of the 
medical services, of antibiotics in particular, that 
are available to these very welcome guests to our 
country.” 


MADRID 


Union of gynecologists 
and obstetricians—The 
third meeting of the Inter- 
national Professional Union 
of Gynecologists and Ob- 
stetricians, held recently in 
Madrid, was attended by 
200 members representing 
17 countries. Presiding at 
the meeting were Drs. Saenz de Miera, Luque. 
Botella, Keller, Laffont, Ravina, Courtois and 
Martinez. The program dealt primarily with the 
discussion of the world-wide problem presented 
by unauthorized interference between doctors 
and their patients. Representatives of the Minis- 
try of Labor and the National Welfare Institute 
met with the Union to collaborate in the study of 
this difficulty. 

In addressing the meeting. Dr. Ravina. presi- 
dent of the Union, described the evolution of the 
practice of medicine in the professional and 
social fields. He also stressed the necessity of 
adding to the number of Union representatives 
throughout the world. Dr. Luque. president of 
the executive committee. spoke of the importance 
of the following goals: (1) free selection of the 
doctor by the patient: (2) complete freedom in 
therapeutic prescriptions (watching for and sup- 
pressing abuses); (3) maintenance of absolute 
professional secrecy: and (4) elimination of in- 
terference by individuals or organizations con- 
verting insurance into excessive personal profit. 

In a press interview following the meeting. 
Dr. Luque elaborated on the problems created 
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by free insurance in the medical profession. He 
pointed out that such a program results in a pro- 
fessional overabundance which induces accept- 
ance of badly remunerated positions and permits 
business firms to take advantage of the inequal- 
ity between offer and demand for services. re- 
sulting in an exploitation of “man against man” 
in the name of social justice. It also allows free 
voluntary contracts without a maximum limit to 
the number of associates. thus permitting low 
medical and clinical premiums for people with 
good economic resources. To these objections 
must be added the problems created by the lack 
of a choice of doctors. which delegates the work 
to a few specialists, and the payment for services 
by policy rather than by an established scale of 
fees set up by doctors according to the existing 
economic level of the country. 

Dr. Orengo Diaz del Castillo. in speaking to 
the P.U.G.O.. quoted Dr. Cesar Fernandez-Ruiz. 
who referred to the “dictatorship of mutual in- 
surance.” which, due to its volume, is strangling 
free medical practice. As a solution to this prob- 
lem. Dr. Orengo proposed a free national col- 
legiate insurance with bank backing and state 
protection. During the meeting. statistics were 
presented of the economic possibilities on which 
this program could be based. At present, there 
are 826 mutual insurance agencies registered with 
the Public Health Service. which annually re- 
ceive one billion pesetas from members. Last 
year, the Catalonian Mutual Federation alone 
received 128 million pesetas, and one industrial 
firm received 15 million exclusively for “medical 
assistance.” This economic basis could be great- 
ly increased in a national free insurance premium 
of 5 per cent of the wages of those insured. This 
is a modest figure and is just half the present 
premium of the sickness insurance; but, being 
proportional to wages, it would be equitable. well 
received and obviously compensatory since it 
would raise by at least 10 times the total of the 
present income from free insurance. In addi- 
tion. a group of banks. in accord with the Gen- 
eral Council of Medical Colleges. would under- 
take the financing of the national collegiate 
insurance. 

It was asked during the meeting: Is it not 
shameful that the specialists in the mutual socie- 
ties are manipulated by commercial propaganda 
agents all over the country who make this busi- 
ness the means of their livelihood, taking the 
members of industrial enterprises like merchan- 

(Continued on page A-71) 
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... dependably stable in gastric acid 
“...the great proportion of the drug administered 
passes through the stomach unaltered. . . .””! 
... dependably absorbed 
“.. and reaches the intestine where absorption read- J 
ily takes place. . . .””! 
... dependably effective 


“... for the first time we can obtain blood concentra- 
tions with oral administration that are similar to 
those obtained with intramuscular injection of peni- 
cillin G at comparable doses.”’! 


1. Welch, H.: Antibiotic Med. 2:11 (Jan.) 1956. 


Oral Penicillin with Injection Performance O r al Wijeth 


1, Pa. 


SUSPENSION 


PEN + VEE « Oral is Penicillin V, Crystalline (Phenoxymethyl 


Penicillin) 
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bor topieak use 


MAGNACORTis a dermacoid—a unique, 
new steroid highly active in topical 
use only and therefore reserved spe- 
cifically for topical therapy. 


Neo-Macnacort ideally unites the 
new dermacoid with an outstanding 
topical antibiotic, neomycin, for un- 
surpassed dual anti-inflammatory, 


anti-infective therapy. 


unsurpassed 


ethamicort 


+ NEOMYCIN FOR 


NEO-MA 


neomycin and ethamicort 


EFFECTIVENESS 


Macnacort is several times more potent 
topically than hydrocortisone and effects 
marked dermal diffusion and penetration. 


Macnacort provides remarkably rapid, 
dependable and frequently superior sup- 
pression of itching, edema, swelling, oozing 
and other symptoms of a variety of inflam- 
matory dermatoses—with only 1/2 of 1% 
concentration. It can be effective where 
other topicals are unsatisfactory or 
inadequate. 


NEo-MAGNACORT extends the same thera- 
peutic advantages, along with those of 
neomycin, for therapy of primary skin 
infections or dermatitis complicated or 
threatened by infection. 
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INFECTION 


GNACORT 


TOPICAL OINTMENT 


SAFETY 


MaGNnacortT and NEO-MAGNACORT are 
apparently free of any risk of systemic 
reactions. Extensive initial and continuing 
clinical investigations report no evidence 
of systemic effects. 


Supplied: Macnacort Topical Oint- 
ment, in 1/2-0z. and 1/6-oz. tubes, 0.5%. 
NEO-MAGNACoRT Topical Ointment, in 
1/2-0z. and 1/6-oz. tubes, containing 0.5% 
neomycin sulfate and 0.5% ethamicort 
(MaGNACORT). 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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GNACORT 


TOPICAL OINTMENT 


EXCELLENT 
TOLERATION 


Clinical trials also reveal that MAGNACORT 
and Nro-Macnacort are virtually non- 
sensitizing and rarely produce other 
undesirable local effects. No instances of 
rebound dermatitis have been reported. 
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for big ‘drips” 


caused by 

colds 

rhinitis 
sinusitis 


Novahistine works better than antihis- 
tamines alone. The distinct additive 
action of a vasoconstrictor, phenylephrine 
HCl, with an antihistaminic, prophen- 
pyridamine maleate, combats allergic re- 
actions...provides marked nasal decon- 
gestion and drying of secretion. 

Oral dosage avoids misuse of nose 
drops, sprays and inhalants by patients 
...eliminates rebound congestion. Nova- 
histine will not cause jitters or insomnia. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 


and little ‘Jeaks”’... 


IRRITANT SECRETIONS 


CONVENIENT 
NOVAHISTINE 
FORMULAS 

Novahistine Elixir 
Novahistine Tab/ets 
Novahistine Fortis Capsu/es 
Novahistine-DH 
Novahistine with APC 
Novahistine with Penicillin 
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become “chest colds”’ 


Novahistine-DH 


relieves 
congestion 
at both sites 


Fortified Novahistine with 
dihydrocodeinone for the control 
of coughs and respiratory 
congestion 


Each teaspoonful (5 cc.) contains: 
Phenylephrine hydrochloride 10 mg. 


Prophenpyridamine maleate 12.5 mg. 

Dihydrocodeinone bitartrate 1.66 mg. 
(may be habit forming) 

Chloroform (approximately) 13.5 mg. 


|-Menthol 1.0 mg. 
(Alcohol content, 10%; sugar, 334%) 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 


December 1956 
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dise and tearing down the prestige of the doctors 
who do not figure in their companies? The na- 
tional collegiate insurance would be the way to 
eliminate this practice; people would take this 
insurance of their own volition and under the 
guidance of the doctors. The clientele of a doctor 
must be built by gaining the confidence of his 
patients. not through commercial agents. This is 
not only unethical, but also an admission of in- 
competence on the part of the doctor. In one of 
the lectures. it was proposed that all doctors re- 
nounce their posts in the mutual societies. This 
solution. though ideal. would not be practicable 
because many of the doctors depend on this in- 
come: neither would it be necessary. When they 
see its great advantages. the members would go 
progressively to the free collegiate insurance or- 
ganization, and. owing to the freedom of selee- 
tion, they would continue to place their confi- 
dence in their own doctors. For this same reason. 
the doctors of the mutual societies would not 
suffer: their clients. if they so desired, would 
continue with them. 

Concluding the interview. Dr. Luque stated: 
“If this solution is not put into practice very 
soon, the fault will be that of the doctors them- 
selves and their organizations. Let us not speak 
then of a professional crisis. nor of governmental 
indifference. nor the growing aggressiveness of 
free commercial insurance. The dilemma is clear; 
either we have the national collegiate insurance 
which redeems the practice of medicine. with a 
new value placed on it by ourselves. or the pres- 
ent professional economic disaster will become 
more aggravated every day.” 


PARIS 


Infrasonics —\nira- 
sounds are those having 
frequencies below audible 
sound and begin with 16 
vibrations per second. They 
go from 1 to 16 cycles and 
pass through the air with 
the velocity of audible 
sound, 340 m. per second. 
The speed of infrasound is 1500 m. per second 
in the soft parts of the body, and in the bones it 
is 3000 m. per second. Infrasound wave lengths 
are between 30 and 85 m.. while ultrasound wave 
lengths are in the order of microns. 


(Continued on page A-72) 
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Dénier of La Tour du Pin published the first 
French studies on this subject (J. de radiol. et 
Wélectrol.. May-June 1956, p. 465). After trials 
with a vibrating chord and a small eccentric 
hammer. he chose a device which consists of a 
pneumatic generator with adjustable projectors. 

Study of muscular contractions—Initially. Deé- 
nier verified the work (published in Vienna in 
1954) of Rohracher. who recorded microvibra- 
tions produced by muscles at rest. Dénier de- 
tected these microvibrations by means of a sodi- 
um-sulfate-tartrate electrode applied over muscle 
areas and recorded them with an electro-encepha- 
lograph. Infrasounds applied to any point on the 
body first enlarge the amplitude of microvibra- 
tions: later they cause the muscle fibers to relax. 

Study of the cortex—First. an electro-encepha- 
lographic tracing is taken. and then the infra- 
sounds are directed to the patient’s nape. Im- 
mediately the graph changes: high. very wide 
alpha waves. at about 10 cycles per second. ap- 
pear simultaneously with the shock. Consequent- 
ly. infrasounds must not be applied for more 
than two minutes at a time. 

Study of pallesthesia—The transmission is re- 
duced over the tibial crest in laxity of the liga- 
ments. which occurs in pituitary diseases. and 


overworked 2 


PEACE oF MIND ATARAX: 


also in local affections of joints such as arthro- 
sis of the hip. Because the hairs vibrate. infra- 
sounds may cause a ticklish sensation in the 
nostrils. The patient also has a feeling of pres- 
sure in the epigastrium. his voice becomes hoarse. 
he feels “full.” and he breathes deeply. 

Therapeutic applications—\mpedance meas- 
urements show that infrasounds modify cellular 
permeability. The author. therefore. uses infra- 
sounds to treat localized edematous swelling. 
edema of the upper arm in cancer of the breast. 
post-traumatic swellings and those that result 
from plaster of paris splints. the reactions of 
compressed nerves in a bony passage. pain of 
cervical and lumbar arthroses, ete. 

Action is through mediation of the nerve cen- 
ters. The patient is put in a reclining position. 
From an initial resonance of 10 to 11 vibrations 
per second, the intensity is reduced in order that 
the patient will relax and not tire. Dénier uses 
three or four vibrations for two or three min- 
utes: the limbs lose contraction. and the knee 
jerk becomes very faint. 

Effective action has been obtained in contrac- 
tures of Parkinson’s disease. neurotonic tension 
states. multiple sclerosis and in certain types of 


(Continued on page A-74) 
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STABILIZATION OF POSTPOLIOMYELITIC DEFORMED FOOT. 
Preoperative radiograph: Typical varus deformity. 


Left foot with varus deformity prepared for triple arthrodesis. 


3. The peroneal tendons are isolated for retraction. See next 
page for additional illustrations. 


To tell it better... 


tell it with both radiography 
and photography. 


The case shown here is a good case in point. L 
Radiographs helped the physician establish his vy 
diagnosis, guided the surgical repair which color 
photographs, in turn, recorded. 


Visual material of this type is invaluable 
to physician and student. For here 
is a factual, objective record for 
study and research, a teaching 
instrument of use for 
years to come. 
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7. Suture of wound prior to application of plaster casing. 


For Radiography: Kodak Blue Brand X-ray 


Film and Kodak x-ray processing chemicals meet 


dependable—uniform. Quality-controlled— 

rigidly tested—they are made to work together. 
For Color Photography: Kodachrome Film 
for miniature and motion-picture cameras; 
Kodak Ektachrome Film and Kodak Ektacolor 


Film, Type B, for sheet-film cameras; 


Kodak Ektachrome Roll Film for roll-film and 


miniature cameras. 


by Order x-ray products from your x-ray dealer, 
§ photographic products from 
your photographic dealer. 


Postoperative radiograph: Corrected position. 
the most exacting requirements. They are always 


KASTMAN KODAK COMPANY, Medical Division, Rochester 4, \. Y. 


o 4. Full exposure of the three tarsal joints to be fused. 5. Correction of deformity by removal of bone wedges. 
‘’ 6. Fixation of the foot in the corrected position. a 
TRADEMARK 


December 1956 


the first DATED 
Liquid Food Formula 


S-M-A takes another step forward in infant nutrition. A unique 
use-before date, stamped in metal, is now on cans of S-M-A 
Concentrated Liquid. It assures your patient of always receiving 
a fresh can of liquid S-M-A. 

Prescribe S-M-A for ease of preparation and for the full 


measure of benefits afforded by modern nutritional science. 


SUPPLIED: S-M-A Concentrated Liquid, cans of 13.9 fl. oz. Also available: 
Instant S-M-A Powder, glass jars of 3.54 oz.; cans of 1 Ib. 


Comprehensive Formula 
for Sound Infant Nutrition 


S-M-A 


Concentrated Liquid 


Philadelphia 1, Pa. 


| 


x 
Z 
| 
| 
| 
R “4. 
A-73 


insomnia. Infrasounds can also be used to treat 
respiratory obstacles due to asthma. heart dis- 
ease and sympathetic pain. and they have pro- 
duced good results in dysmenorrhea. constipa- 
tion, and certain types of sexual impotence. 

Among the first 150 patients he treated with 
infrasounds. Dénier reported improvement in 
such conditions as edema of the arm associated 
with breast cancer. causalgia from an injury to 
the wrist. intestinal pain following x-ray treat- 
ment of cancer of the colon. neuralgia of the 
cutaneous femoral nerve caused by an incorrect- 
ly made gluteal injection. sciatica caused by disk 
lesions. multiple sclerosis with spastic gait, and 
impotence. 

In contrast to ultrasounds. infrasounds do 
not cause fibrillolysis and have no direct trophic 
action. They increase osmosis and relax the 
smooth muscle fibers. No other physical or chemi- 
cal therapy is comparable. 


GENEVA 


Prednisone in ma- 
lignant lymphoma—. 
About a year ago. H. Du- 
hois-Ferriere and his co- 
workers at the Medical 
Clinic of Geneva Univer- 
sity demonstrated the ac- 
tion of large doses of cortisone in acute leukemia 
of adults. They gave | to 2 gm. of the drug daily 
for 8 to 21 days. 

Now, Dubois-Ferriere uses prednisone at the 
daily rate of | gm. He has obtained spectacular 
results in five cases of malignant lymphoma (two 
cases of generalized lymphogranuloma. and one 
case each of lymphosarcoma. lymphogranulosar- 
coma and reticulosarcoma ). 

Case 1—Patient with Hodgkin's disease which 
developed quickly and became general. There 
were diseased lymph nodes in the armpits. marked 
enlargement of the liver. considerable pleurisy 
on the right side and a somewhat slighter amount 
on the left side, with infiltration of the left lung. 
The patient received 1 gm. prednisone daily for 
six days. then 200 mg. for seven days. After 
treatment, the parenchymal infiltration and the 
pleural exudates cleared up. the volume of the 
liver diminished considerably. and almost all 
lvmphoglandular swelling disappeared. 

Case 2—Patient with Hodgkin's disease in- 
volving the bones, and also a sciatic syndrome. 


Medicine From Abroad 


The pains and the compression symptoms dis- 
appeared after five days’ treatment with a daily 
dosage of 200 mg. prednisone combined with 2 
mg. triethylene melamine. After a week, the pa- 
tient was able to continue his farm work. 

Case 3—Woman, 26 years old, with a gener- 
alized form of lymphosarcoma. Many swollen 
lymph nodes and large mediastinal masses caused 
difficulty in breathing. In her bone marrow, 91 
per cent of the lymphocytes were atypical. The 
patient took | gm. prednisone during the first 12 
hours of treatment, then | gm. daily for three 
days. After four days’ treatment. her clinical con- 
dition changed surprisingly. The shortness of 
breath disappeared. and the swollen lymph nodes 
in her armpits and in her neck practically 
“melted” away. A chest radiogram showed that 
the mediastinal shadow had become normal. This 
spectacular result seems to be permanent: a fol- 
low-up examination of the sternal marrow showed 
a normal myelogram. The prednisone treatment 
was continued for seven days: then 2.5 mg. tri- 
ethylene melamine was given daily to strengthen 
the results of therapy. 

Case 4—Man. 30 years old. with reticular type 
of lymphogranulosarcoma. In the five years the 
disease had been developing. the patient received 
various forms of radiotherapy and chemother- 
apy. Recently, he received cobalt treatment for 
a significant infiltration of the right scapulo- 
humeral region. During treatment, however. 
many nodes appeared in the skin of the right 
side of the chest. and these became ulcerated. 
Another biopsy confirmed the initial diagnosis 
of a reticular form of lymphogranulosarcoma. 
For six days, prednisone was given daily: by the 
seventh day. the subcutaneous nodes were much 
decreased in size. and their tendency to ulcerate 
ceased. Since regression was not complete. it 
was necessary to treat the patient with cytostatic 
agents. 

Case 5--Woman, 49 years old, with a reticulo- 
sarcoma. She had received roentgenotherapy for 
abdominal metastasis, many lymph node lesions. 
a very large lymphoglandular mass in the upper 
mediastinum, a pleural effusion on the right side 
which had reached the upper third of the lung. 
and a slight exudate in the left pleural cavity. 
The patient complained of shortness of breath 
and violent chest pains which were not relieved 
by sedatives. 

For five days. 1 gm. prednisone was given 
daily. The subjective effect of the medication 


(Continued on page A-76) 
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for controlled diuresis 


4 j 


Lederle 


DIAMOx is an inhibitor of the enzyme carbonic anhydrase; it is not a 
mercurial or xanthine derivative. It causes prompt, ample diuresis, but 
its effect lasts only six to twelve hours. As a result, the patient taking 
DIAMOX in the morning is assured a normal, uninterrupted night’s rest. 


Non-toxic 
DIAMOx is not toxic, nor does it accumulate in the body, and patients 
Non-mercurial are slow to develop a tolerance for it. This remarkable drug is therefore 
. well-suited to long-term treatment. Dosage is simple and convenient: 
Simple, oral dosage one tablet taken orally, each or every other morning. 


Indications: cardiac edema, premenstrual tension, acute glaucoma, 
epilepsy, obesity, and the toxemia and edema of pregnancy. 


NOW THE MOST WIDELY PRESCRIBED ORAL DIURETIC! 


Tablets of 250 mg. (also in ampuls of 500 mg. for parenteral use when 
oral ingestion is impractical.) 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. E> 


* 
REG. U. S. PAT. OFF, 
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Medicine From Abroad 


was immediate: for. after the second day. the 
pains ceased. One week after the beginning of 
treatment. fluoroscopy showed the mediastinal 
glandular masses to have disappeared and the 
pleural exudate on the right side to have been 
almost fully absorbed. On the left side, the costo- 
phrenic angle was clear. This wholly unexpected 
result came after five days’ treatment with large 
doses of prednisone. A single injection of tri- 
methylacetate of prednisolone was given and 


cytostatic chemotherapy initiated to accelerate 


regression of the tumor. 

Cases in which large doses of prednisone have 
been given are interesting because of the prompt 
and often spectacular regression of adenopathies 
and of parenchymal and pleural infiltrations in 
malignant lymphoma types that have become too 
generalized for radiotherapy. In all cases, this 
treatment resulted in an unusually good effect 
and one that could be conveniently combined 
with cytostatic chemotherapy to insure longer 
duration of the tumor’s regression. At the present 
status of hormone therapy. lasting effects from 
large doses of prednisone should not be expected. 
and it seems essential either to combine it with 
some form of chemotherapy or to follow it im- 
mediately by prolonged treatment with cytostatic 
agents. 

Study of poliomyelitis antibodies—R. 
Martin-du-Pan and his co-workers recently stud- 
ied the appearance of antibodies after latent 
infection with poliomyelitis in certain family 
circles of Geneva, including families of river- 
side inhabitants and those of physicians, espe- 
cially of pediatricians. Since this study included 
163 subjects of all ages. the authors formulated 
a hypothesis on the immunity of the Geneva 
population against type II virus. and they also 
ventured to make comparisons with the Swiss 
population as a whole. 

According to present knowledge. immunity 
due to circulating poliomyelitis antibodies is not 
a complete immunity. Indeed. as in many other 
virus diseases. tissue antibodies are necessary 
to make the organism totally immune. Since 
such tissue antibodies cannot be tested today. the 
presence of circulating antibodies must be ac- 
cepted as a sign of previous infections. At the 
same time. it may also be inferred that, accord- 
ing to the antibody concentration in the blood 
serum. a certain degree of immunity must be 
present. 

From the results of this study, it is obvious 
that the percentage of persons with antibodies 
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in their sera regularly increases from the sixth 
month on as it does in other countries with a 
public health system similar to that of Geneva. 
Hence. it may be assumed that in Geneva con- 
tamination had neither occurred as early nor 
heen as widespread as it had in areas where com- 
munity health is second-rate such as in Cairo. 

On the other hand. the similarity in relation 
to age of curves representing poliomyelitis cases 
in Geneva and those in Switzerland makes one 
believe that the immunity of the Geneva popula- 
tion is very close to that of the entire Swiss 
nation. Such an immunity, however. may vary 
from place to place. 

In addition. the authors have studied families 
who live in the same lake area during the sum- 
mer. Results show clear-cut differences in im- 
munity according to families. How can this be 
explained? It must be allowed that many persons 
do not produce sufficient antibodies to be de- 
tected in a one-tenth dilution of serum. 

Pediatricians and. for a much more valid rea- 
son, physicians working in poliomyelitis research 
laboratories are certainly those who come in con- 
tact most often with these viruses. It was for this 
reason that their children were examined for an- 
tibodies in the blood serum by Martin-du-Pan 
and his co-workers. Contrary to their expecta- 
tion, the percentage of subjects immunized 
against the different types of virus was not high- 
er among the doctors’ children than among other 
children living under similar conditions and 
whose parents were in other professions. How 
may these contradictory facts be explained? Since 
this information has been confirmed by several 
authors. it seems that immune adults in the en- 
vironment of a poliomyelitis patient would rare- 
ly be carriers. and that physicians or other per- 
sons who work with these viruses or who nurse 
the sick do not become ill oftener than other 
adults. Hygienic measures that the doctors have 
learned to observe also eliminate various ways 
in which the disease may be transmitted. 

What practical conclusions can be drawn from 
these investigations? Who should be vaccinated? 

If we should believe the Swiss statistics. chil- 
dren in the 8 to 10 year age group are most af- 
fected by visible forms of poliomyelitis, the para- 
lytic and meningeal. This is why Americans and 
Danes have begun to vaccinate children in this 
age group. Yet. cases occur more and more [re- 
quently in adults. and it seems that if we wish 
to stamp out this disease completely. perhaps the 
entire population should be vaccinated. 
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‘A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 
PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY...’’* 


VISUAL HEART CLINIC—NUMBER ONE OF A SERIES 


RHEUMATIC HEART DISEASE « MITRAL STENOSIS AND INSUFFICIENCY 
ROENTGEN CONFIGURATION— Postero-anterior examination— moderate heart enlargement —right ventricular en- 


largement— prominence of pulmonary artery segment. 


Taken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956, 


Every year since 1950 when Batterman, et al., 
published the results of their study of 230 car- 
diac patients, clinical evidence has repeatedly 
confirmed the therapeutic advantages of 
GITALIGIN. 

For initial digitalization and maintenance, 
GITALIGIN has proved to be ‘“‘the digitalis of 
choice” for these significant reasons: 


«) Widest safety margin of any currently 
available digitalis glycoside (average ther- 
apeutic dose only 1/3 the toxic dose; in 
contrast, therapeutic doses of other prep- 
arations are approximately 2/3 toxic dose) 

(2) Uniform clinical potency 

(3) Moderate rate of dissipation 

(4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


GITALIGIN 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


TABLETS — BOTTLES OF 30. 100. AND 1000 DROPS—30 CC. BOTTLES WITH DROPPER CALIBRATED 


White Laboratories, Inc. Kenilworth, New Jersey 


December 1956 


FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 


“EHRLICH, J.C: ARIZONA MED. 12:239 (JUNE) 1955. BIBLIOGRAPHY FURNISHED OW REQUEST 
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a golden new look 


a new apricot flavor 


and a formula that treats 
all phases of the cough 


each 30 cc. (1 fl. oz.) of improved CALCIDRINE Syrup represents: 
Dihydrocodeinone Bitartrate 10 mg. (% gr.) 
Nembutal® Sodium 25 mg. (% gr.) 
Ephedrine Hydrochloride 25 mg. (% gr.) 
Calcium lodide, anhydrous 910 mg. (14 grs.) 
®Nembutal—Pentobarbital, ABBOTT 

The iodide content has been doubled—more iodide than any other 
cough preparation. Dihydrocodeinone replaces codeine—to depress 
the cough reflex with greater efficiency and practically no nausea. 
And the new, nectar-like syrup quickly relieves irritated mucous 
membranes. All for prompt, more comprehensive cough therapy 
which all your patients will readily accept. 
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announcing 


For the 


ulcerative colitis + irritable colon + mucous colitis * spastic 
colitis * diverticulitis, diverticulosis * rectospasm + diarrhea 
following G.I. surgery + bacillary and parasitic disorders 


EFFECTIVE 
relieves pain, cramps, diarrhea 
helps restore normal tone and motility 


SELECTIVE 

avoids widespread autonomic disturbance 
unusually free of “antispasmodic” side effects, 
urinary retention 


HOW CANTIL IS PRESCRIBED 
One or two tablets three times a day preferably with meals and 
one or two tablets at bedtime. 


CANTIL—TWO FORMS 
CANTIL (plain) — 25 mg. of CANTIL in each scored tablet — bottles 
of 100. 


CANTIL with Phenobarbital—25 mg. of CANTIL and 16 mg. of 
phenobarbital (Warning: May be habit forming.) in each scored 
tablet — bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl-diphenylgly- 
colate methobromide. 


For more detailed information, request Brochure No. NDA 16, 
Lakeside Laboratories, Milwaukee 1, Wisconsin. 


LAKESIDE 
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relieves gastrodu od enal, 


biliary paine spasm 


| usually in 10 minutes 


visceral eutonic 


DACTIL 


PLAIN AND WITH PHENOBARBITAL 


» restores and maintains normal tonus aiid motility 
» does not interfere with digestive secretions 
» notably free from constipation and urinary retention 
DAC TIL isthe only brand of N-ethyl-3-piperidyl diphenylacetate hydrochloride. at 


LAKESIDE 


December 1956 
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to help assure a nutritionally perfect pregnancy 


2a Each Engran Tablet supplies: 
VitaminD 500 U.S.P. Units 


Vitamin K (as menadione) . Squibb Vitamin-Mineral Supplement 


Thiamine mononitrate 
activity concentrate... .............. 2 mcg. 250 economical Engran tablets plus attractive, 
purse-size, tablet dispenser 
hearts @ maximal dosage convenience 
Ascorbic acid 75 mg. 
; Calcium, elemental 150 mg. just 1 small tablet daily 
a (as calcium carbonate 375 mg.) @ new convenient package 
‘ust 1 bottle hold tritional 
(as ferrous sulfate exsiccated 33.6 mg.) 
Ee support for the full term 
(as potassium iodide 0.2 mg.) for greatest patient cooperation 
Potassium (as the sulfate) 5 mg. in 
Copper (as the sulfate) P PP 
Magnesium (as the oxide) .. 6meg. 
Manganese (as the sulfate) 2.00.00... 1 mg. Also available: 
1.5 mg. Engran tablets, bottles of 100 and 1000. 
ESS. 


SQUIBB Squibb Quality—the Priceless Ingredient TENGRAN’® AND “TERM-PAK" ARE TRADEMARS 
\\ 
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ATARAXIC 

IN LIQUID FORM 
PROMPT-ACTING, 
GOOD-TASTING 


ATARAX SYRUP 


Chicago 11, Illinois 


WITHOUT DISTURBING 
MENTAL ACUITY 


FAST begins to induce “peace of 
mind” within 15 minutes.’ 


EFFECTIVE _ approximately 90% clin- 
ical response in anxiety and tension 
states.'» 


WELL-TOLERATED_ virtually no side 


effects are reported. No toxic action 
on liver, blood or brain.':?°* 


DOSAGE: Adults, usually one 25 mg. 
tablet or two tsp. Syrup, t.i.d. Children, 
usually one 10 mg. tablet or one tsp. 
Syrup, once or twice daily. Adjust as 
needed. 


SUPPLIED: In tiny 25 mg. (green) 
tablets, and 10 mg. (orange) tablets, 
bottles of 100. ATARAX Syrup in pint 


bottles, containing 2 mg. ATARAX per cc. 


References. 1. Farah, Luis: Int. Rec. of Med. 
& Gen. Prac. Clin. 169:379 (June) 1956. 2. 
Shalowitz, M.: Geriatrics, July, 1956. 3. Rob- 
a H. M. et al: J.A.M.A. 161:604 (June 16) 
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COMMON THERAPEUTIC PROBLEM: 


SQUIBB 


Squibb Quality— 


the Priceless Ingredient 


BEFORE THERAPY 


Mysteclin Capsules—Con- 
taining 250 mg. Steclin 
(Squibb Tetracycline) Hydro- 
chloride and 250,000 units 
Mycostatin (Squibb Nystatin). 
Bottles of 16 and 100. 


*MYSTECLIN’®, ‘sTECLIN® AND ‘mYCOSTATIN’'® ARE SQUIBB TRADEMARKS 
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Mysteclin Half Strength Cap- 
sules — Containing 125 mg. 
Steclin (Squibb Tetracycline) 
Hydrochloride and 125,000 
units Mycostatin (Squibb Nys- 
tatin). Bottles of 16 and 100. 


_ the “see-saw” antimicrobial effect 
~~ of broad spectrum antibiotics 


ECTRUM ANTIBIOTICS ONE 


NEW ... Mysteclin Suspen- 
sion—Containing the equiv- 
alent of 125 mg. Steclin 
(Squibb Tetracycline) Hydro- 
chloride and 125,000 units 
Mycostatin (Squibb Nystatin) 
per 5 cc. teaspoonful. Bot- 
tles of 2 ounces. 
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RESPONSE OF INTESTINAL TO BROAD SREG 
AFTER THERAPY 
BACTERIA BACTERIA MONILIA 
| 


A NOW... balanced antimicrobial therapy 


RESPONSE OF INTESTIMALEFLORA TO MYSFEC LIN 
(Schematic ) 


BEFORE THERAPY AFTER THERAPY 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


the only broad spectrum antibiotic preparation with 
added protection against monilial superinfection 


December 1956 
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DORBANTYL® 


PURPOSE: Treatment of constipation. 
composition: Each gelatin capsule contains 50 
mg. dioctyl sodium sulfosuccinate and 25 mg. 
DORBANE® (1,8-dihydroxyanthraquinone). 
DESCRIPTION: Aids softening of the stool, bulking 
by promoting water absorption, and expulsion by 
gentle peristaltic stimulation of the colon. 
INDICATIONS FOR USE: Acute or chronic constipa- 
tion, organic or functional. 

DOSAGE AND ADMINISTRATION: Adults, 2 capsules 
at bedtime, repeated if necessary; children 3 to 
12 years, 1 or 2 capsules as above. 

HOW SUPPLIED: Bottles of 30 or 250. 

PRODUCER: Schenley Laboratories, Inc., New York. 


ATARAXOID® 


PURPOSE: To control symptoms and apprehension 
associated with allergic conditions and collagen 
diseases. 

coMposITION: Each tablet contains 5 mg. predni- 
solone and 10 mg. hydroxyzine hydrochloride. 
DESCRIPTION: An ataraxic-corticoid which mini- 
mizes the possibility of relapse or exacerbation, 
facilitates rest, and restores patient confidence and 
cooperation. 

INDICATIONS FOR USE: Symptoms and emotional 
stress associated with rheumatoid arthritis, bron- 
chial asthma, intractable hay fever and severe in- 
flammatory or allergic diseases of the skin or eye. 
DOSAGE AND ADMINISTRATION: Depending on the 
patient’s requirements, initial dosage may range 
from 4 to 8 tablets daily, followed by a reduced 
maintenance schedule. 

HOW SUPPLIED: Bottles of 30 and 100 tablets. 
propucER: Pfizer Laboratories, division of Chas. 
Pfizer & Co., Inc., Brooklyn. 


Jor your 
avmamenlarium 


Information published in this department 
is supplied by the manufacturers of the 
products described. 


@ PICKER ALUMINUM FILM-CARRYING CASE 


DESCRIPTION: “Suitcase” for exposed but unproc- 
essed x-ray films is light-tight, weighs only 101% 
lb., has velvet lining to protect film surfaces, and 
holds approximately 100 films. Case shells are 
die-drawn aluminum alloy with solution-treated 
and heat-treated anodized surfaces. Tensile 
strength is approximately 68,000 lb. per square 
inch. Over-all measurements: 21 by 17 by 5% in. 
propucer: Picker X-Ray Corporation, White 
Plains, N.Y. 


DAYAMINERAL FILMTABS® 
(New Dosage Form) 


puRPOSE: Nutritional supplement. 

composition: A balanced combination of 10 im- 

portant vitamins, nine minerals and trace ele- 

ments; also includes three hematinic factors 

(iron, vitamin By and folie acid), plus vitamins 

A and D. 

INDICATIONS FOR USE: Vitamin-mineral deficiency. 

DOSAGE AND ADMINISTRATION: One tablet daily. In 

severe deficiencies, more may be prescribed. 

HOW suPPLIED: Bottles of 100, 250 and 1000. 

propucer: Abbott Laboratories, North Chicago. 
(Continued on page A-88) 
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TAZOLIDIN 


(phenylbutazone GEIGY) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 


over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


BUTAZOLIDIN a potent unfamiliar 
wi.. ‘ts use are urged to send for literature before prescribing it. 


Gry GEIGY PHARMACEUTICALS, Division of Geigy Chemical Corporation, New York 13, N.Y. 
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New for Your Armamentarium 


MOBISYL® 


PURPOSE: Pain relief. 
composition: Each tablet contains: 

Aspirin 

PAB 

Ascorbic acid 

Physostigmine salicylate 

Homatropine methylbromide 
DESCRIPTION: Uncoated tablet gives prompt relief, 
is virtually free of side effects, and is nonhabit- 
forming. 
INDICATIONS FOR USE: Pain associated with skele- 
tal muscle spasm and in arthritic states such as 
painful stiff neck, lumbago, bursitis, tendinitis, 
fibrositis, etc. 
DOSAGE AND ADMINISTRATION: 2 tablets four times 
daily before meals and at bedtime. 
propucer: B. F. Ascher & Company, Inc., Kansas 
City, Mo. 


® BLAK-RAY ULTRAVIOLET LAMP 
(Model B-100) 


DESCRIPTION: This black light can be used in any 
chromatography, laboratory research, inspection 
or medical observation which requires a concen- 
trated source of ultraviolet at 3,660 angstrom 
units. Lamp head is attached to a sturdy base 
through a spring-tension arm which allows the 
beam to rotate in a 180 degree arc. Lamp can be 
removed from base and maneuvered with pistol- 
grip handle, or mounted over table or booth with 
a D ring on the back of the lamp head. Light 
source is a 100 W long-wave ultraviolet bulb, 
either flood or spot type. A 5 in. rounded, heat- 
resistant, red-purple filter blocks out visible light, 
and an extra filter can be installed to further re- 
duce visible light. Spot bulb emits concentrated 
beam to fluoresce an area 15 ft. in diameter from 
a distance of 30 ft.; flood bulb will activate an 
area 30 ft. in diameter from 30 ft. 

propucer: Black Light Corp. of America, San 
Gabriel, Calif. 

(Continued on page A-90) 
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Kolantyl 


Gel and Tablets 


Action: 

Bentyl* content affords spas- 
molysis and parasympathetic- 
depressant actions without the 
side effects of atropine. 


Rapid, Prolonged Antacid Relief 
... Balanced antacids — no lax- 
ation — no constipation 


Proven Demulcent Action... 
Helps protect normal cells, en- 
courages cellular repair 


Anti-enzyme Action... Necrotic 
pepsin and lysozyme action 
checked 


Composition: 

Each 10 cc. of KOLANTYL Gel or 
each KOLANTYL tablet contains: 
Bentyl Hydrochloride. ....5 mg. 


Aluminum 
Hydroxide Gel .......400 mg. 


Magnesium Oxide 200 mg. 
Sodium Laury] Sulfate. ..25 mg. 
Methylecellulose ........100 mg. 


Dosage: 

Gel — 2 to 4 teaspoonfuls every 
three hours, or as needed. Tab- 
lets —2 tablets (chewed for 
more rapid action) every three 
hours, or as needed. 


Supplied: 

Gel — 12 oz. bottles. Tablets — 
bottles of 100 and 1,000. 

1. Johnston, R.L.: J. Indiana St. M.A. 46:869, 


1953. 2. McHardy, G., and Browne, D.: Southern 
M. J. 45:1139, 1952. 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI * St. Thomas, Ontario 


*Merrell’s distinctive antispasmodic that is more 
effective than atropine—free from side effects of 
atropine.? 


T.M. ‘BENTYL’, KOLANTYL® 
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ulcer therapy 


provides prolonged relief of ulcer pain.’ 


Kolantyl: 1. Neutralizes acid, 2. Inhibits pepsin, 3. Re- 
lieves hypermotility and spasm through musculotropic 
action, 4. Relieves spasm through neurotropic action, 
5. Forms protecting demulcent, 6. Inhibits lysozyme. 
This combination of ulcer-combating ingredients in pleasant- 
tasting KOLANTYL Gel, or convenient tablets, makes rational 
its use as the medication of choice in peptic ulcer therapy. 


Merrell 


Since 1828 


Pioneer in Medicine for Over 125 Years 
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New for Your Armamentarium 


SYDNEY POLYETHYLENE DIRECTOR 


PURPOSE: For introducing polyethylene tubing 
without “cutdown.” 

pEscRIPTION: Needlelike instrument which allows 
polyethylene tubing to be drawn into vein and 
emerge through the skin at a proximal point. 
Needle is removed by cutting the tubing which 
then is drawn back within the lumen of the vein 
from which it can be advanced and retained. 
PRODUCER: Surgic Co. Ltd., Sydney, N. S., Canada. 


PANAFIL OINTMENT 


purpose: Débridement and healing of lesions. 
coMposItTion: An enzymatic preparation of papain 
powder, 10 per cent; urea U.s.p., 10 per cent; and 
chlorophyll derivatives N.N.R., 0.5 per cent, in a 

hydrophilous ointment base. 

INDICATIONS FOR USE: Leg ulcers, bed sores, post- 

operative wounds and burns. 

HOW SUPPLIED: 1 and 4 oz. tubes. 

PRODUCER: Rystan Company, Mt. Vernon, N.Y. 


© TERRABON® PEDIATRIC DROPS 


PURPOSE: Treatment of TERRAMYCIN®-sensitive in- 
fections in young children. 

COMPOSITION: Peach-flavored aqueous suspension 
of calcium di-oxytetracycline containing 100 mg. 
of Terramycin activity per cubic centimeter. 
DOSAGE AND ADMINISTRATION: Administered orally 
by means of a specially calibrated dropper which 
delivers 25 or 50 mg. of Terramycin activity. 

HOW supPLIED: In 10 cc. dropper bottles. 
propucER: Pfizer Laboratories, division of Chas. 
Pfizer & Co., Inc., Brooklyn. 


DEMEROL®-APAP 


PURPOSE: Pain relief. 

composition: Each tablet contains 50 mg. Dem- 

erol hydrochloride and 300 mg. acetyl-para-amino- 

phenol (APAP). 

INDICATIONS FOR USE: Most types of somatic and 

visceral pain; specific conditions such as arthri- 

tis, neuritis, migraine, cardiovascular pain, gall- 

bladder disease, renal colic, toothache, neoplasm, 

trauma, minor surgery and instrumentation. Espe- 

cially advantageous to ambulatory patients be- 

cause it produces a mild rather than a strong 

sedative effect. 

HOW sUpPLIED: Bottles of 100 tablets. 

propucer: George A. Breon & Co., New York. 
(Continued on page A-94) 
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and now! 


from the laboratories of Revlon Pharmacal: 


MEDICATED 


Baby Silicare Lotion 


for the prevention of 
“Diaper Rash” and Dermatoses in infants 


Medicated Baby Silicare Lotion has proved its efficacy 
in preventing cases of “diaper rash”, intertrigo, 
napkin area erythema with mild papulo-vesicular eruptions, 


atopic eczema, contact dermatitis and bed sores. 


In 577 cases* of newborns and infants up to 
eighteen months, Medicated Baby Silicare Lotion 
was used with excellent results. Through the many tests 


in institutions and at home it provided the desired protection 


and comfort in 96.5% of the cases under observation. 


Medicated Baby Silicare Lotion is so gentle that it is usec 
almost from the moment of birth as a cleansing and 
protective lotion. Mothers and nurses like its pleasant 
“feel”; it is cosmetically acceptable. 


Since napkin dermatitis (“diaper rash”) together with 
other types of dermatoses have been a problem to infants, 
mothers, and physicians for generations, Revlon developed 
Medicated Baby Silicare Lotion to thoroughly cleanse and ey 
protect the infant’s skin. It is a prophylactic agent 
combining the moisture-repelling and bactericidal qualities 
so essential in prevention of dermatological conditions. 


Baby Silicare is a combination a 
of dimethylpolysiloxane (silicone) 
and hexachlorophene in an 


ethanolamine stearate lotion. Sear 


PHARMACAL DIVISION 3. 
745 Fifth Ave., New York, N.Y. 
*Archives of Pediatrics 73:4 April 1956. 
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riteria for skeletal muscle relaxant 


would provide prolonged 


(Zoxazolamine,+ McNeil) 


fulfills thes@ 


supplied: 250 mg. yellow, scored tablets, bottles of 50. 


(1) Abrahamsen, E. H., and Baird, H. W., Ill: J.A.M.A. 160:749 (Mar. 3) 1956. 

(2) Amols, W.: J.A.M.A. 160:742 (Mar. 3) 1956. 

(3) Rodriguez-Gomez, M.; Valdes-Rodriguez, A., and Drew, A. L.: J.A.M.A. 160:752 (Mar. 3) 1956. 
(4) Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, I. F.: J.A.M.A. 160:745 (Mar. 3) 1956, 


*T.M, TU. S. Patent Pending 


tor a therapeutic agent that 
relaxation of spastic or rigid muscles is generally recognized.{To date, 
“| there has been no available drug proved sufficiently safe, ft 
effective, or long-lasting to justify its ge 
N OW 


equirements 


FLEXIN is sufficiently safe 


“No significant alterations of pulse, blood pressure, or respiration 
were observed [during therapy with FLExIN], and there were no 
deleterious effects noted in blood counts, urinalyses, or liver and 
kidney function tests.”” 


“...no important signs of toxicity were found in blood or urine 
studies...drowsiness and transient dizziness in an occasional 
patient, together with occasional mild gastric irritation, were the 
only undesirable side-effects observed...’ 


FLEXIN is effective 


“When it [FLEXIN] was administered orally in doses of 250 to 500 
mg. three and four times a day, 14 of 18 patients with spasticity 
due to spinal cord lesions showed objective improvement of spas- 
ticity.” 


“Rheumatic diseases with the major disability caused by stiffness 


and aching appear to respond well... 


FLEXIN has a long duration of action 


“The administration of an effective dose of zoxazolamine [FLEXIN] 
was usually followed by muscular relaxation within an hour, with 
the peak effect being reached within two hours and waning 
within four hours. Some degree of muscular relaxation was occa- 
sionally seen 24 hours or longer after discontinuance of therapy.” 


McNEIL LABORATORIES, INC « PHILADELPHIA 32, PA. | Mec NE I L 
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New for Your Armamentarium 


RELEASIN 


puRPOsE: Aids in control of premature labor. 
DESCRIPTION: An ovarian hormone which halts or 
diminishes the frequency and severity of uterine 
contractions in order to gain additional time in 
utero to improve the possibility of delivering a 
viable infant. For the greatest therapeutic suc- 
cess, use only before dilatation of the cervix has 
progressed beyond 3 cm. 

INDICATIONS FOR USE: Premature labor occurring 
between the twenty-ninth and thirty-sixth weeks 
of pregnancy. 

propucer: Warner-Chilcott Laboratories, New York. 


PULVULES SEROMYCIN® 
(Restricted use) 


PURPOSE: Therapy for serious cases of pulmonary 
tuberculosis. 

coMPOSITION: Each Pulvule contains 250 mg. 
D-4-amino-3-isoxazolidinone. 

INDICATIONS FOR USE: Only in hospitalized pa- 
tients with serious pulmonary tuberculosis who 
have not responded to established therapy and 
whose initial therapy with this drug may be con- 
trolled with accurate blood level determinations. 
cAUTION: Use with care and in lower dosage in 
patients with impaired renal function; contrain- 
dicated in patients with histories of psychosis or 
epilepsy. 

DOSAGE AND ADMINISTRATION: Initial dosage for 
adults, 250 mg. (1 Pulvule) twice daily at 12 
hour intervals for two weeks. Blood concentra- 
tions below 25 to 30 wg. per milliliter without clin- 
ical signs of toxicity may be an indication for 
increase in dosage to 1 Pulvule every eight hours. 
If optimum blood levels of 25 to 30 ug. per milli- 
liter are not obtained in two weeks, 1 Pulvule 
every six hours may be considered, especially if 
there is inadequate therapeutic response with 
minimal evidence of clinical toxicity. Blood level 
determinations should be done three to four hours 
after dose is given. 

HOW sUpPLIED: Bottles of 40 and 500. 

propucer: Eli Lilly and Company, Indianapolis. 


©@ CURITY ADHESIVE TAPE 


DESCRIPTION: Tape stays fresh for at least a year. 
unwinds easily, can be applied without twist or 
snarl, tears across width or length with no ravel- 
ing and has high tensile strength. It sticks quick- 
ly and firmly with minimal creep and no delami- 
nation. When removed, no gummy mass is left on 
the skin. It is manufactured in three types: Arro 
for lightweight strapping and dressing purposes, 
Wet-Pruf for more tack with greater resistance 
to water, oil and heat, and Curity Regular which 
has the highest tensile strength. 

propucerR: Bauer & Black, division of The Ken- 
dall Company, Chicago. 


® SELAS BLOOD OXYGENATOR 


DESCRIPTION: Heart-lung substitute, no larger than 
a milk bottle, accepts blood from the veins, puri- 
fies it and returns it to the blood stream through 
the arteries. Oxygen is pumped into the cylinder 
at approximately 20 lb. pressure per square inch 
and diffuses through a filter disk which has 800 
million holes per square inch. Blood from the 
veins mixes with this diffused oxygen and passes 
through fibers specially coated to prevent foam- 
ing. The fibers remove excess oxygen by coales- 
cence and make the blood safe to re-enter the 
blood stream. Apparatus has been used exten- 
sively in surgery on the hearts of dogs and has 
provided substitute heart and lung action for as 
long as one hour; it has been used twice in 
operations on the human heart, both times suc- 
cessfully. 

PRODUCER: Selas Corporation of America, Dresher, 


Pa. 


DERIFIL 


PURPOSE: Control of odor conditions. 
composition: Each tablet contains 100 mg. puri- 
fied water-soluble chlorophyll derivatives (100 per 
cent concentration, N.N.R. assay). 

DESCRIPTION: Derifil is 7 to 20 times as effective 
as previously available chlorophyll tablets. 
INDICATIONS FOR USE: Colostomy, ileostomy, and 
other odor conditions. 

HOW SUPPLIED: Bottles of 30 and 100 tablets. 
PRODUCER: Rystan Company, Mt. Vernon, N.Y. 


@ HOSPITAL ECONOMY PACK (HEP) 
(New Package Form) 


DESCRIPTION: Unit provides in an individual pack- 
age all materials for a single enema. Each unit 
includes lubricant, long-neck squeeze bottle and 
tapered rectal tube. Pack contains 48 units. Pa- 
tient’s name and room number can be written on 
package top. 

propucer: C. B. Fleet Co., Inc., Lynchburg, Va. 

(Continued on page A-96) 
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warning: COLD FRONTS 


FOR Tyzine 


brand of tetrahydrozoline hydrochloride 
for “superior” relief of nasal congestion: 


effective in minutes for hours (up to 
6 hours with a single dose) 
...does not induce rebound congestion 
... free of sting, burn or irritation 
...completely odorless and tasteless 
...no rhinorrhea and no CNS stimulation. 
*Menger, H.C.: New York J. Med. 56:1279, 1956 
supplied: TyzINE Nasal Solution, 1-oz. dropper bottles, 0.1%. Nasal Spray, 15 ce., 


in plastic bottles, 0.1%. Pediatric Nasal Drops, 1/2-0z. bottles, 0.05%, with calibrated 
dropper for precise dosage. 


note: As with certain other widely used nasal decongestants, overdosage may cause 
drowsiness or deep sleep in infants and young children: KEEP OUT OF HANDS OF 
CHILDREN OF ALL AGES, TYZINE Nasal Spray and TyziNeE Nasal Solution, 0.1%, are 
not recommended for use in children under six. When using TyziNeE Nasal Spray 


in the plastic bottle, it should be administered only in an upright position, 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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New for Your Armamentarium 


® TALK-A-PHONE SUPER CHIEF 
Series 7700 and 7600 


DESCRIPTION: Series 7700 features automatic voice 
control which eliminates manual operation of any 
controls yet permits private, selective communica- 
tion. “Built-in automation” also provides traffic 
control, monitoring signal and closed-circuit con- 
ferences. Series 7600 features automatic touch 
control. Voice-controlled and touch-controlled units 
can be intermixed. Automatic traffic control de- 
termines and controls trafic on the line with 
visual signals. All other Talk-A-Phone exclusives 
are included in Super Chief series. 

propucer: Talk-A-Phone Co., Chicago. 


ZYLAX 


PURPOSE: Treatment of constipation. 
COMPOSITION: Sodium carboxymethylcellulose, de- 
bittered brewer's dried yeast with added vitamin 
Bi, and isatin. 

DESCRIPTION: Zylax is sugar free and gentle in 


effect; it causes no griping, rashes or other harm- 
ful side reactions. 

HOW SUPPLIED: In tins of 12 and bottles of 165 
tablets. 

PRODUCER: Otis E. Glidden & Co., Inc... Waukesha, 
Wis. 


© TREVIDAL® LIQUID 
(New Dosage Form) 


PURPOSE: Treatment of hyperacidity and peptic 
ulcer. 
composition: Aluminum hydroxide, magnesium 
carbonate, magnesium trisilicate and calcium car- 
bonate plus REGONOL®, a vegetable mucin. 
DESCRIPTION: Provides acid neutralization plus a 
protective coating for the gastric mucosa. 
INDICATIONS FOR USE: To be prescribed in com- 
bination with antispasmodics, sedatives, digestants, 
laxatives and other medication. 
DOSAGE AND ADMINISTRATION: For hyperacidity, 1 
to 4 teaspoonfuls, when symptoms occur; for pep- 
tic ulcer, 2 to 4 teaspoonfuls, about one-half hour 
before symptoms usually occur. Dose may be re- 
peated four to five times daily, between meals 
and at bedtime, or according to physician’s in- 
structions. As an adjunct to Trevidal liquid ther- 
apy, Trevidal tablets may be prescribed; 1 tablet 
equals 1 teaspoonful. 
propuCcER: Organon, Inc., Orange, N. J. 
(Continued on page A-98) 
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Now that waistlines are headlines... 


interest in weight reduction methods is greater than ever. 
With your prescription of one BIPHETAMINE capsule once a day, 
you combine results and convenience. = 


Because of the unique principle of ‘Strasionic’ —sustained ionic— 
release, BIPHETAMINE provides even, effective, 
pre-determined appetite curbing action for 10 to 14 hours. 


7 In addition, work capacity is increased, mood improved. 

For predictable weight reduction, Rx Biphetamine 12 2 mg. or 

i Biphetamine 20 mg. capsules containing a mixture of equal c 
a parts of amphetamine and dextro amphetamine in the form of i. 


a resin complex. 


BIPHETAMINE* 


RESIN 

is PREDICTABLE LOSS OF WEIGHT Wias FOUNDED 1886 a 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N.Y., U.S.A. 
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SOMINAT 


PURPOSE: Hypnotic-sedative. 
COMPOSITION: Each 600 mg. tablet contains 382 
mg. of chloral hydrate and 218 mg. of antipyrine. 
DESCRIPTION: Induces sleep, with minimum side 
effects; simultaneously provides mild analgesic 
action. It may be used also for daytime sedation. 
CAUTION: Should not be used in cases of severe 
renal and hepatic disease; use should be discon- 
tinued if skin rash appears. Also, Sominat may be 
habit-forming. 

DOSAGE AND ADMINISTRATION: For hypnosis, 1 to 
2 tablets with full glass of water; for sedation, 
one-half tablet with glass of water. 

HOW SUPPLIED: Bottles of 100. 

propucer: National Drug Company, Philadelphia. 


SELSUN® CREAM 
(To replace Selsun Jelly) 


PURPOSE: Treatment of seborrheic dermatitis of 
the auditory canal and other limited areas. 
COMPOSITION: Selenium sulfide suspension, 0.5 per 
cent, in a water-miscible base. 

CAUTION: Keep out of the eyes. 

DOSAGE AND ADMINISTRATION: Cleanse area and 
apply one to three times daily. After 30 minutes 
remove with clean cloth or tissue. 

HOW SUPPLIED: In 14 oz. tubes. 

propucer: Abbott Laboratories, North Chicago. 


New for Your Armamentarium 


® SYNALGOS 


purPOsE: Analgesic-relaxant. 
COMPOSITION: Promethazine hydrochloride, me- 
phentermine sulfate, acetylsalicylic acid and 
phenacetin. 

DESCRIPTION: A combination of tranquilizing and 
antidepressant properties for treatment of under- 
lying emotional factors involved in headache. 
INDICATIONS FOR USE: Tension and sinus head- 
aches and symptoms of dysmenorrhea. 

DOSAGE AND ADMINISTRATION: As prescribed. 
propucer: Ives-Cameron Co., Inc., New York. 


SULTUSSIN 


PURPOSE: Chemoprophylaxis with antitussives and 
antihistamines. 
coMposITION: Each teaspoonful (5 cc.) contains: 


Sulfadiazine 0.166 gm. 
Sulfamerazine 0.166 gm. 
Sulfamethazine 0.166 gm. 
Pyrilamine maleate .. 6.25 mg. 
Phenyltoloxamine dihydrogen citrate 6.25 mg. 
Glyceryl guaiacolate 50.0 mg. 
Ephedrine sulfate 5.0 mg. 


DOSAGE AND ADMINISTRATION: Adults, 2 teaspoon- 
fuls every four hours; children, 1 teaspoonful 
every four hours or according to body weight. 
HOW stUpPLiED: In 4 oz. and pint bottles. 
propucer: The Tilden Company, New Lebanon, N.Y. 
(Continued on page A-100) 
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helps assure vigor and well-being in later years. 


Available in bottles of 100. 
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Meti-Derm 
ointment 0.5% 


with 
neomycin 


ointment 


Schering Corporation 


and inflammatory dermatoses 7 
/ for strong measures... 


NOW, the extra assurance of 


Meti-steroid strength and safety 
in topical skin therapy 


Derm 


cream 


with METICORTELONE, original brand of prednisolone 


arrests itch, diminishes erythema 
lessens edema, reduces scaling 


speeds healing in 


contact dermatitis— from plants (e.g., poison ivy, 
oak), drugs, soaps, cosmetics, fabrics. 


atopic dermatitis —allergic eczema, food eczema, 
infantile eczema, disseminated neurodermatitis, 
pruritus with lichenification. 


nonspecific pruritus of anus, vulva, scrotum. 


Formula: Each gram of Meti-Derm Cream contains 5 mg. (0.5%) of prednisolone, 
free alcohol, in a water-washable base. 


Meti-Derm Ointment with Neomycin contains 5 mg. (0.5%) prednisolone, and 
5 mg. (0.5%) neomycin sulfate equivalent to 3.5 mg. neomycin base. 


Packaging: Meti-Derm Cream, 0.5%, 10 Gm. tube. 
Meti-Derm Ointment with Neomycin, 10 Gm. tube. 
Merti-Derm,* brand of prednisolone topical. 


MeTICORTELONE,® brand of prednisolone. 


MD-J-5-356 
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Start 


ELDEC Kapseals provide comprehensive nutritional 
and hormonal supplementation to aid in combating 
declining physiologic function in the patient over 
forty. Because maintenance of nutritional and meta- 
bolic balance during the middle years helps to modify 
and control progressive disorders of aging,'~* early 
administration of ELDEC Kapseals helps to assure 
increased health and vitality in the later years. 


aid in the maintenance of nutritional efficiency 
ELDEC Kapseals contain valuable nutritional con- 
stituents often deficient in older patients: 


* 10 important vitamins plus minerals to help regu- 
late cellular function and maintain tissue 
metabolism 


lysine and methionine to aid in maintaining nitro- 
gen balance 


* TRADE-MARK 


to help him 


mineral-vitamin-hormone supplement 


enjoy the 


digestive enzymes—Taka-Diastase® and pancreatin 
—to help assure digestion of carbohydrates, fats 
and proteins 


aid in the maintenance of hormonal efficiency 


By providing anabolic steroids estrogen and andro- 
gen, ELDEC Kapseals combat declining gonadal 
function, retard senile tissue atrophy, and help to 
correct protein depletion states and osteoporosis. 


ELDEC Kapseals are available in bottles of 100. 


References 

1. Stare, F. J.: Bull. New York Acad, Med. 32:284, 1956 

2. Kaufman, W.: J. Am. Geriatrics Soc. 3:927, 1955 

3. Kinsell, L. W.: J. Am. Geriatrics Soc. 3:31, 1955 

4. Kaplan, L.; Landes, J. H. & Pincus, J.: Geriatrics 10:287, 1955 
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New for Your Armamentarium 


SILICLAD 


DESCRIPTION: This water-soluble silicone concen- 
trate, when diluted and properly applied to a 
surface, imparts a stable, water-repellent coating 
of molecular thinness resistant to heat, scratches, 
moisture and most common chemicals which 
should last through 10 to 15 cleaning cycles. Gen- 
eral laboratory ware such as beakers, flasks, test 
tubes, Petri dishes and graduated cylinders, as 
well as ground-glass stoppers, rubber stoppers. 
plastic and rubber gaskets, pipets, burets, blood 
bottles, catheters and tubing, and intravenous and 
transfusion sets may be treated. Concentrate is 
diluted 100 to 1 with tap water for coating glass, 
ceramics and enamels and 10 to 1 for metal, rub- 
ber and plastic materials. Objects to be treated 
are dipped in the solution for five seconds, rinsed 
in clear water and air-dried for 24 hours. 

HOW suUpPPLIED: In 4 oz. bottles. 

PRODUCER: Clay-Adams, Inc., New York. 


® CARY CLINICAL THERMOMETER 


DESCRIPTION: Constructed entirely of metal and 
designed to last indefinitely, the thermometer 
works on the principle of a helical, bimetallic 
element. Temperature effects a spiral movement 
of this extremely sensitive element, which is 
transmitted to the dial indicator by means of a 
camlike mechanism. Dial is calibrated in widely 
spaced units of 0.2° F. To obtain a reading, the 
thermometer is inserted with control plunger out. 
Before removing, control plunger is pushed in 
and indicator registers an exact reading. The 
reading maintains an accuracy to within 0.2° F., 
and will not alter until plunger is pulled out. The 
thermometer comes complete with plastic pocket 
holder, and is guaranteed for five years. 

propucER: Cary Instrument Distributors, Eliza- 


beth, N. J. 


© PRESTABS BUTISERPINE® R-A 
(Repeat Action Tablets) 


puRPOSE: To provide prolonged sedative and anti- 
hypertensive action. 

COMPOSITION: BUTISOL® sodium and reserpine. 
DESCRIPTION: Each tablet provides the equivalent 
of two regular doses taken about four hours apart. 
INDICATIONS FOR USE: Mild to moderate essential 
hypertension, coronary occlusion, angina pectoris, 
congestive heart-failure, anxiety neuroses and in- 
somnia. 

HOW svpPLieD: Bottles of 50. 

propucer: McNeil Laboratories, Inc., Philadelphia. 


® POWERMATIC PROJECTOR 


DESCRIPTION: Completely automatic, this projector 
can be used for 2 by 2 and Bantam slides. Built- 
in room light control turns room light off when 
Powermatic is turned on. Remote control permits 
changing slides from across the room. Automatic 
timer can be set to operate at any interval up to 
60 seconds and slides change without white flash 
on the screen. Timer override button selects new 
slides, and hold button permits prolonged view- 
ing. Illumination of 500 W gives brilliant cover- 
age, and directional control operates forward, 
reverse and repeat. Machine has a visual slide- 
selector window, interchangeable focal length 
lenses, large optics, knee-action tilt control and a 
fast 5 in. {/3.5 Luxtar professional lens. Body is 
of die-cast aluminum. Available in two-tone brown 
and tan with slip-on aircraft luggage-type case 
and tuck-away cord compartment. 

PRODUCER: Viewlex, Inc., Long Island City, N.Y. 


SIGMAMYCIN 


PURPOSE: Multispectrum antibiotic. 
COMPOSITION: Each capsule contains 167 mg. tet- 
racycline and 83 mg. oleandomycin. 

DESCRIPTION: Sigmamycin has demonstrated syn- 
ergistic activity against selected microorganisms. 
including antibiotic-resistant strains, has 
shown a marked ability to retard the emergence 
of antibiotic-resistant strains. 

INDICATIONS FOR USE: Microbial infections caused 
by both gram-positive and gram-negative bacteria. 
DOSAGE AND ADMINISTRATION: 1 to 2 capsules four 
times daily, or as prescribed. 

HOW SUPPLIED: Bottles of 16 and 100. 

PRODUCER: Pfizer Laboratories, division of Chas. 


Pfizer & Co., Inc., Brooklyn. 


ROLICTON® 


PURPOSE: Diuretic. 

COMPOSITION: 1-methallyl-3-methyl-6-aminotetra- 
hydropyrimidinedione, brand of aminoisometra- 
dine. 

INDICATIONS FOR USE: Ascites. edema of congestive 
heart-failure and hepatic cirrhosis, molimen, ne- 
phrosis, sodium retention, glomerulonephritis and 
toxemia of pregnancy. 

caution: Not intended for initial diuresis in se- 
vere congestive failure. 

DOSAGE AND ADMINISTRATION: On the first day. 1 
tablet four times daily with meals; for continuing 
diuresis and for maintaining an edema-free condi- 
tion, 1 tablet twice daily with meals. For initial 
diuresis, when fastness or contraindications pre- 
vent use of other diuretics, up to 10 tablets of 
Rolicton may be given for short periods of time. 
HOW supPPLiED: 400 mg. tablets in bottles of 100 
and 500. 

propucer: G. D. Searle & Co., Chicago. 
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filmtab 


iron plus 


\ 2 IBEROL FILMTABS A DAY SUPPLY: 


THE RIGHT AMOUNT OF IRON 
Ferrous Sulfate, U.S.P............ 1.05 Gm. 
(Elemental lron—210 mg.) 

*THE COMPLETE B COMPLEX 
BEVIDORAL®............ 1 U.S.P. Unit (Oral) 


(Vitamin B,, with Intrinsic Factor 
Concentrate, Abbott) 


Liver Fraction 2, N.F............... 200 mg. 
Thiamine Mononitrate................ 6 mg. 
30 mg 
Pyridoxine Hydrochloride............ 3 mg. 
Calcium Pantothenate............ .. 6meg. 


AND VITAMIN C 
Aecorbic 


*The PLUS that makes the difference 


Vilter' reported that a diet rich in. the 
B-complex vitamins should be prescribed 
when treating nutritional anemia, because 
of the importance of the B complex to 


cellular metabolic functions. 


ObGott 


1. Vitter, Richard W., Am. J. Clin, Nut., 3:72, Jan.-Feb., 1955 


\ 

\ 
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Antianemia Therapy, needs Basic Nutritional Support 


increases peripheral 

circulation and 

reduces vasospasm by 

(1) adrenergic blockade, 

and (2) direct vasodilation. 
Provides relief 

from aching, numbness, 

tingling, and blanching 

of the extremities. 
Exceptionally 

well tolerated. 


ILIDAR® BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC NUTLEY N. J. 


A-102 


for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 


for long-term therapy 


RONIACOL ® 
BRAND OF 
BETA-PYRIDYL CARBINOL 
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Pinworms 

eradicated in 
of patients 
after ONE oral dose 

“Promethazine [PHENERGAN] was administered at bedtime, in a single oral 
dose totaling 125 mg., to 100 children and adults infested with Enterobius vermicu- 
laris. As demonstrated by [repeated] negative post-treatment cellophane tape swabs, 
97°% were freed of infection. ... 

‘Promethazine affords an inexpensive, nontoxic, one-dose oral treatment for 
the eradication of pinworms.”! 

Wyeth ; 


Supplied: Tablets, 12.5 and 25 mg., bottles of 100. 


1. Avery, J.L.: J.A.M.A. /6/:681 (June 23) 1956. Philadelphia 1, Pa, 
TABLETS 


Phenergan 


HYDROCHLORIDE 
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9 Mother and baby doing fine 


after smoother labor and delivery 


with 


THORAZINE* 
as an adjuvant in obstetrics 


Lessens anxiety, tension and fear; reduces 
the requirements for analgesics, sedatives 
and anesthetics; relieves suffering; 
minimizes the risk of over-sedated babies 
(barbiturates can often be eliminated); 
controls vomiting in all three stages of labor. 


as ‘Thorazine’ is available in tablets, ampuls and syrup, as the hydrochloride; and in suppositories, as the base. 


e Smith, Aline & French Laboratories, Philadelphia 
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- Products by Therapy Indications 


Analgesics and Narcotics 


\xofor— Warren-Teed A-43 
Demerol-APAP—Breon 4-90 
Donnagesic—Robins A-39 
Ecotrin—Smith, Kline & French A-28 
Mobisyl—Ascher A-88 
Protamide—Sherman A-32 


Anesthetics. Topical 
Tronothane— Abbott A-114 


Antacids and Intestinal Adsorbents 


Kolanty!— Merrell A-88-89 

Maalox—Rorer A-65 

Monodral with Mebaral— Winthrop A-4 

Trevidal Liquid—Organon A-98 
Antiarthritics 

Butazolidin—Geigy A-87 

Meticortelone—Schering Facing A-16-17 

Salcort— Massengill A-151 

Tempogen— Merck Sharp & Dohme A-148-149 
Antiasthmatics 

Nephenalin—Leeming A-36 

Sterane—Pfizer A-31 

Tedral—Warner-Chilcott A-165 
Antibacterials 

Gantricillin—Hoffmann-La Roche Facing A-48 

Lipo Gantrisin—Hoffmann-La Roche A-150 
Antibiotics 

Achromycin— Lederle A-170-171 

Alba-Penicillin— Upjohn Facing A-114-115 

Erythrocin— Abbott A-136-137 

Mysteclin—Squibb A-84-85 

Pentids—Squibb A-23 

Pen-Vee—Wyeth A-67 

Sigmamycin— Pfizer A-40-41-100-116-117-128-129-154-155 

Terrabon Pediatrie Drops— Pfizer A-90 

V-Cillin-Sulfa— Lilly A-113 
Anticholinergics 

Pathilon—Lederle A-106-107 
Anticonvulsants 

Gemonil—Abbott A-17 

Paradione—Abbott A-17 

Phenurone—Abbott A-17 

Tridione— Abbott A-17 
Antihemorrhagics 

Hesper-C—National Drug A-115 
Anti-In flammatories 

Chymar—Armour ............. eer A-178 

(Continued on page A-106) 
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HP*ACTHAR Gel 
is the most widely used ACTH 
preparation— 


HP*ACTHAR Gel 


has the greatest volume of 
clinical experience— 


HP*ACTHAR Gel 
is regarded as the international 
standard of potency— 


has a safety record unmatched 
by any other drug of comparable 
power, scope and action. 


Some common indications from more 
than 100 diseases in which you can 
expect rapid effects from short-term 
therapy: 


Allergies, including Asthma 
Drug Sensitivities 
Penicillin Reactions 


HP*ACTHAR Gel is The Armour Laboratories 
Brand of Purified Repository Corticotropin (ACTH) 
*Highly Purified 


THE ARMOUR LABORATORIES 
IAN A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


A-105 


| 
— 
| 
— 
— 
| 
| : 
| 
| 
| 
| 
| = 


Products by Therapy Indications—Continued } 
Antispasmodics Central Nervous Stimulants 
Cantil—Lakeside . A-80 Ritalin—Ciba A-47-Fourth Cover 
Dactil—Lakeside A-81 
Coagulants 
Koagamin—Chatham Ai 
Ataractics 
Atarax—Roerig A-35-72-83-152 Dermatologic Preparations 
Ataraxoid—Pfizer Baby Silicare Lotion—Revlon A9 
Compazine—Smith, Kline & French A-37 Calmitol—Leeming AD 
Equenil—Wyeth A-9 Desitin Ointment—Desitin AD 
Miltown—W allace A-19 Magnacort—Pfizer A-60-68-69-174 
Nostyn—Ames— A-140-141 Meti-Derm—Schering Facing A-98-99 
Neo-Magnacort— Pfizer A-8-68-69.) 
A-144-145 Panafil—Rystan : A-90-139 
nalgos— Ives-Cameron A-96 Selsun Cream—Abbott A-9 
‘i Thorazine—Smith, Kline & French A-104 Tashan—Hoffmann-La Roche. Facing A-49; A-60-124-138-174 
Terra-Cortril—Pfizer A-16] 
Ansolysen— Wyeth A-175 
Digitalis—Davies, Rose A-26 Clinitest—Ames 
Inversine—Merck Sharp & Dohme A-58-59 Diuretics 
| Meratran with Reserpine—Merrell Rolicton—Searle A-1-100 
Rauwiloid—Riker Geriatric Preparations 
Sandril with Pyronil—Lilly A-33 L-Glutavite—Gray ...... A-122 
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Products by Therapy Indications—Continued 


| Helminthics Muscle Relaxants 
Cover Phenergan—Wyeth .... A-103 Flexin—McNeil A-92-93 
Hematinics Ophthalmic Medications 
As Iberol—Abbott -A-101 Metimyd—Schering A-50-51 
; Parasympathetic Agents 
Urecholine—Merck Sharp & Dohme A-109 
A-9] 
HP — Altepose—Merck Sharp & Dohme . Third Cover 
)-174 Mediatrie—; 108 Biphetamine—Strasenburgh __. A-97 
A-7 Preludin—Geigy | A-173 
9.9 A-94 Seco-Synatan—Irwin, Neisler _.A-119-120-121 
139 Tace—Merrell . A-110 Synatan—Irwin, Neisler .... A-119-120-121 
Syndrox—McNeil ................ A-10 
Immunizing Agents 
Mumps Vaccine—Lederle ... A-124 Respiratory Infection Medications 
Laxatives. Deconstipants and Enemas A-56-57 
Donnagel— Robins .........Facing A-163 Benylin—Parke, Davis 
HEP Enema- Fleet . ... A-94 Coricidin—Schering A-146; Facing A-146-147; A-147 
Zylax—Otis E. Glidden ....... A-98 Novahistine-DH—Pitman- Moore A-71 
Lipotropics Robitussin—Robins Facing A-162 
Methischol—U. S. Vitamin A-ll Robitussin A-C—Robins Facing A-162 
(12 RG Lecithin—Glidden |. .. A-163 (Continued on page A-108) 


Tridihexethyl Iodide 
Lederle 


ulcer relief with few side effects 


86.25 
Set In controlled studies. immediate and complete relief was 
observed in a majority of the patients receiving PATHILON 

for severe ulcer pain. ! 


PATHILON provides not only prompt clinical symptomatic relief 

s—DRUG B but also effective inhibition of painful spasm and hypersecretion 
at the ulcer site—with minimal undesirable side effects. 

ecommended in the treatment of peptic ulcer, gastric 

o—-PATHILON hyperacidity and hypermotility, gastrointestinal spastic 
conditions such as spastic and irritable colon, functional 

diarrhea, pylorospasm, and hypermotility of the small 
intestine not associated with organic change. 2 
Available in three forms: tablets of 25 mg., plain (pink) or with 
phenobarbital. 15 mg. (blue): parenteral 10 mg./ce.—1lee. ampuls. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY ( 
PEARL RIVER. NEW YORK | 


1 “Evaluation of Drugs in the Treatment of Peptic Ulcer” by J. M. Ruffin, 
M.D.: D. Gayer,M.D.; J. S. Atwater, M.D., and B. G. Oren, M.D., Exhibit 
at A.M.A. Meeting Atlantic City, June, 1955. 

2 Council on Pharmacy and Chemistry, J.A.M.A. 160:389 (Feb. 4) 1956. 
STOMATITIS 


ORY MOUTH 


VISUAL DISTURBANCE URINARY RETENTION 
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PATIENTS ON 


“MEDIATRIC” 


CAN EXPECT 

a A HEALTHIER, 
HAPPIER 

“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive A pproach 


in Preventive Geriatrics 


“MEDIATRIC; 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 


5659 
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Products by Therapy Indications—Continued 


Romilar—Hoffmann-La Roche A.30 
Sultussin—Tilden ..... 
Tetrazets—Merck Sharp & .... Second Cover 
Trisocort—Smith, Kline & French . ee 
Vasoxyl— Burroughs Wellcome Al 
Sedatives and Hypnotics 
Butiserpine—McNeil ...... 
Butiserpine Prestabs R-A—Me Neil .. A-100 
Nembu-Serpin—Abbott A-49 
Sominat—National Drug A-9% 


Tuberculosis Therapy 
Seromycin— Lilly . A-94 


Urinary Anti-Infectives 


Furadantin— Eaton A-169 
Vasodilators 

Hidar—Hoffmann-La Roche A-102 
Roniacol—Hoflmann-La Roche A-102 
Vastran—Wampole A-176-177 


Vitamins and Nutrients 


seminal 817—Ayerst A-20-21 
Dayamineral Filmtabs—Abbott A-86 
Eldec—Parke, Davis A-96-98-99 
Engran—Squibb . A-82 
Homagenets— Massengill Facing A-64-65 
Optilets—Abbott A-167 
Precalcin— Walker A-27 
Storcavite—Roerig 4-143 
DIETARY 
Citrus Fruits—Florida Citrus A-157 
Enriched Bread—American Bakers A-46 
Evaporated Milk—Pet A-53 
Gelatine—Knox A-153 
Meat—American Meat Institute A-160 
Meyenberg Goat Milk—Jackson-Mitchell A-162 
Oatmeal—Quaker Oats a A-142 
S-M-A—Wyeth A-73; Feci ting A-130-131 
INSTRUMENTS AND EQUIPMENT 
Otoscope Specula—Welch Allyn A-131 
Patrician X-Ray Unit—General Electric A-158 
Rib-Back Surgical Blades—Bard-Parker A-135 
Selas Blood Oxygenator—Selas Corporation |. . 
Sydney Polyethylene Director—Surgic Company A-9 
MISCELLANEOUS 
Adaptic Dressing—Johnson & Johnson A-123 
Blak-Ray Ultraviolet Lamp—Black Light Comm A-88 
Cary Clinical Thermometer—Cary Instrument . A-100 
Curity Adhesive Tape—Bauer & Black .. A-94 
Derifil—Rystan ............... A-94 
Film-Carrying Case— Pic her X- Rey A-86 
Powermatic Slide Projector—Viewlex aan A-100 
Siliclad—Clay-Adams ........... A-100 
Talk-A-Phone Super Chief—Talk-A- Phone A-98 


X-Ray and Eastman Kodak 
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CHLORIDE 


(BETHANECHOL CHLORIDE U.S.P.. MERCK) 


URECHOLINE offers worthwhile therapeutic and 
psychologic advantages in managing urinary re- 
tention in the obstetrical patient. In one study' 
prophylactic administration of URECHOLINE Tab- 
lets to 129 postpartum patients reduced the inci- 
dence of urinary retention 80 per cent. Therapeutic 
use of the drug successfully relieved acute urinary 
retention in a large number of cases. All this can 
be achieved without the necessity for exposing the 
patient to the discomfort and risk of infection in- 
herent in catheterization. 

Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 1-cc. ampuls, each containing 5 mg. of 


URECHOLINE Chloride. 
Reference: 1. Fleming, A. R., Am. J. Obst. & Gyn., 64 134, 1956 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO. INC... PHILADELPHIA 1, PA 
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“the most satisfactory drug... in 
the suppression of lactation.”' 


1. Eichner, E.; Goler, G. G.; Sharzer, S., and Horowitz, B.: Obst. & Gynec. 6:511, 1955. 


(Chlorotrianisene) 
the exclusive oral fat-stored estrogen’ 


2. Greenblatt, R. B., and Brown, N. H.: Am. J. Obst. & Gynec. 63:1361, 1952. 


“The total absence of recurrent en- 
gorgement, the minimum amount 
of withdrawal bleeding, and the 
absence of almost all symptoms 
after the first few days has been 
noted by all using TAce.””! 


1, Eichner, E.; Goler, G. G.; Sharzer, 
S., and Horowitz, B.: Obst. & Gynec. 


“No product with which we are 
familiar equals TACE in effective- 
ness and safety.””* 


3. Bennet, E. T., and McCann, E, C.: 
J. Maine M. A. 45:225, 1954. 


“Recurrence of symptoms and ap- 
pearance of withdrawal bleeding 
are virtually eliminated, probably 
because of the storage of TACE in 
body fat and its gradual release 
after cessation of therapy.’’* 


4. Nulsen, R. O.; Carmon, W. B., and 
Hendrick, H.O.: Am. J. Obst. & Gynec. 


65 :1048, 1953. 


Dosage: 4 capsules daily, for seven days. Also... smoother relief of the 
menepause with less withdrawal bleeding...prolonged estrogenic effect. 


TACE, the unique, fat-stored estrogen, released like a hormonal secre- 
tion for your menopause patient. 


A 15-minute sound, color film on the endocrine mechanism of lactation 
is available for your use. The film, titled “TACE for Suppression of 
Lactation,”” may be secured by writing to: Department of Professional 
Service, The Wm. S. Merrell Company, Cincinnati 15, Ohio; or contact 
your Merrell Service representative. 


a 


THE WM. S. MERRELL COMPANY 


New York - CINCINNATI ~ St. Thomas, Ontario 


Another Exclusive Product of Original Merrell Research 
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not irritating 


unlikely to give rise to secondary 
engorgement 


does not cause central stimulation 
or sleeplessness 


Hydrochloride brand Methoxamine 
Hydrochloride Solution for peripheral vasoconstriction. 


‘NASAL SPRAY in plastic spray-bottles of 14 fl. oz. 


also] pt. and 1 gal. 
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WASAL SOLUTION in glass bottl-s of Tl. oz. (with droppe 


‘VASOXYL, 
NASAL SPRAY 


nasal spray 
and 
nasal solution 


restore reathing... 
® 
2 
8 ‘ 
VASOXY\ 
NASAL SOLUTIC 
‘ FOR PROMPT RELIEF OF 
= 
BURROUGHS WELLCOME & CO. (U.S.A) INC. 


r “a most useful drug 
in the management 
the 


a cerebral tonic—a metabolic stimulant 


% For those who begin to show diminution of mental 
acuity — and who are fatigued, apathetic, 
depressed — L-GLUTAVITE, clinically tested,!.? offers 
more complete therapy than tranquilizers, 
stimulants, or just multivitamin formulations. 


When such symptoms “prevent the realization of 
happiness... during their declining years of 
life....”! clinical trials have shown that the “effect 
of L-GLUTAVITE seems most outstanding. . . .’” 
For as a metabolic stimulant, LLGLUTAVITE actually 
provides a biochemical basis for the restoration 

of normal function in the aging. Providing, in high 
potencies, monosodium L-glutamate, niacin, 
thiamine, riboflavin, ascorbic acid, ferrous 

sulfate and dicalcium phosphate, it succeeds 

in revitalizing cerebral metabolism, to improve 
socio-mental performance. 


CONVENIENT 1-GLUTAVITE PACKETS (cartons of 30) 
Initial therapy—38 to 5 packets per day for 4 to 6 
weeks, in tomato or vegetable juice or sprinkled on 
prepared food. Maintenance therapy —1 to 3 
packets daily. 


ECONOMICAL L-GLUTAVITE CANISTER (60 teaspoonfuls) 
Initial therapy—6 to 10 teaspoonfuls per day. 
Maintenance therapy—2 to 6 teaspoonfuls daily. 
Administered as above. 


NEW .L-GLUTAVITE CAPSULES (bottles of 100) 
For maintenance therapy—2 caps. t.i.d. 


1. Katz, E.M.,and Kowaliczko, Z.: Internat. Rec. Med. 169:596 (Sept.) 
1956. 2. Barrabee, P.; Wingate, J. H.; Phillips, B. D., and Green- 
blatt, M.: Postgrad. Med. 19:485 (May) 1956. 


— Pharmaceutical Co., Inc., 50 Hunt St., Newton 58, Mass. 
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QUALITY 


tablets 


(PENICILLIN V WITH TRIPLE SULFAS, LILLY) 


...combine the superior oral penicillin 


and three sulfonamides 


‘V-Cillin-Sulfa’ provides you greater 
control over a wider range of micro- 
organisms. ‘V-Cillin’ (Penicillin V, 
Lilly) and sulfas used concurrently pro- 
duce faster and more effective antibac- 
terial action in certain infections. In 
general, the combination is most bene- 
ficial in mixed infections, infections due 
to bacteria only moderately susceptible 
to either agent, and conditions in which 
bacterial resistance might develop. 


) 
\( DH ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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The much higher penicillin blood levels 
produced by ‘V-Cillin’ and the effec- 
tiveness and safety of the triple sulfas 
make ‘V-Cillin-Sulfa’ your most valu- 
able preparation of its type. 


DOSAGE: 1 to 2 tablets q.i.d. 


SUPPLIED: Each tablet provides 125 mg. 
(200,000 units) ‘V-Cillin’ plus 0.5 Gm. 
sulfas—equal parts of sulfadiazine, sul- 
famerazine, and sulfamethazine. 
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GROWTH 


Antibiotic Synergism 


This graph shows the growth rate of a penicillin- sensi- 
tive strain of Staphylococcus (Micrococcus pyogenes, 
var. aureus) under 3 conditions: 


1. In the absence of antibiotics 

2. In the presence of subinhibitor, concentration of 
penicillin 

3. In the presence of subinhibitory concentration of 
Albamycin* 


2) Penicillin 
.0006 3) Albamycin, 


10 Billion 


1 Billion 


100 Millio 


10 Million 


Now lift this transparency and see what 
happens when half these amounts of penicillin and 
Albamycin are combined! 


Upjohn 


*Trademark, Reg. U.S. Pat. Off.—The Upiohn brand of crystalline novobiocin sodium. 
Data: Upjohn Research Laboratories (3265—ARB—119) 
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Antibiotic Synergism 


This graph shows the growth rate of a penicillin- sensi- 
tive strain of Staphylococcus (Micrococcus pyogenes, 
var. aureus) under 3 conditions: 


1. In the absence of antibiotics 
2. In the presence of subinhibitory concentration of 


penicillin 


3. In the presence of subinhibitory concentration of 
Albamycin* 


10 Billion 
| | 
Control 
(no antibiotics) 
/ / Billion 
| 100 Million 
Penicillin J 
-0006 mcg./ml. 3) Albamycin, 
= -16 meg./ml. 
VA 1 Million 
7 
a 
uw 
= 100 Thousand 
> 
10 Thousand 
1 Thousand 
0 2 4 6 8 10 12 14 146 418 20 22 24 


Upjohn 


TIME IN HOURS 


*Trademark, Reg. U.S. Pat. Off.—The Upiohn brand of crystalline novobiocin sodium. 
Data: Upjohn Research Laboratories (3265—ARB—119) 
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average dosage only t.i.d. 


enicillin 


(Albamycin plus penicillin) 


New 


Alba 


Compare it with th ‘6h ibiotic you are currently using: 


Range of effectiveness: Alba-Peni- 
cillin is effective against the organisms that 
cause the overwhelming majority of bacterial 
infections (Staphylococci, Streptococci, Pneu- 
mococci, Proteus). 


Risk of B#@sistance: Because in vitro 
tests showmmthis combination is synergistic 
Staphylococci already resistant 
to all othe? antibiotics, the risk of resistance 
is minimized. 


Risk of enterocolitis: Because it has 
little or no effect on the predominant Gram- 
negative intestinal bacteria, and is highly effec- 
tive against Staphylococci, there is virtually no 
danger of enterocolitis due to alteration in in- 
testinal flora, or of other side effects such as 
perianal pruritus. 


Convenience: Alba-Penicillin is oral 
therapy, and the average adult dosage is only 
1 to 2 capsules t.i.d., which eliminates middle- 
of-the-night medication. 


It is available in bottles of 16 capsules. Each capsule con- 
tains 250 mg. Albamycin (as novobiocin sodium, crystal- 
line) and 250,000 units penicillin G potassium. 


The Upjohn Company e Kalamazoo, Michigan 


*Trademark 
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«there is no diseased state in which the capillaries 


are not detrimentally modified .. 


Hesper- 


(HESPERIDIN COMPLEX AND ASCORBIC ACID) 


to restore and maintain capillary integrity 


A basic need in diverse disorders. Numerous studies 
have disclosed that capillary fragility is a basic 
pathological finding in many disease states.?-* 
‘The capillary-protective factors in Hesper-C act 
synergistically to restore and maintain capillary 
integrity.3-9 10.11 


Normal capillary permeability helps limit or pre- 
vent hemorrhage and enhances utilization of 
essential tissue nutrients. 

Indications: Capillary fragility associated with cardiovascu- 
lar and cerebrovascular diseases, diabetes, hypertension, 


habitual abortion, arthritis, allergies, asthma, hematuria, 
inflammatory and edematous disorders, 


Dosage: Initially, not less than 6 capsules or 
teaspoonsful daily. Maintenance dose, 4 cap- 
sules or teaspoonsful daily. Each capsule on 
teaspoonful (5 ml.) contains hesperidin com- 
plex 100 mg. and ascorbic acid 100 mg. 


Supplied: Capsules: in bottles of 100 and 1000. 
Liquid: in bottles of 4 07, and 12 07. 


References: 1. Martin, G. J., et al: Exper. Med. & 
Surg. 12:535, 1954. 2. Grithth, J. Q., Jr., and Lin- 
dauer, M. A.: Am. Heart J. 28:758, 1944. 3. Bari 
shaw, S. B.: Exper. Med. & Surg.: 7:358, 1949. 4, 
Epstein, EB. Z., and Greenspan, EB. B.: Arch. Int. 
Med. 68:1074, 1941. 5. Warter, P. J., et al.: Dela- 
ware M. J. 20:41, 1948. ©. Beaser, S. B., et al: Arch. 
Int. Med. 73:18, 1944.) 7. Greenblatt, R. B.: Office 
Endocrinology, ed. 4, Springfield, HL, Charles C 
‘Thomas, 1952. 8. Gale, 1., and Thewles, M. W.: 
Geriatrics 1953. 9. Drezner, H. et al: Am. 
Pract. & Digest. Treat. 6:912, 1955. 10. Selsman, 
G. J. V., and Horoschak, S.: Am. J. Digest Dis. 77:92, 
1950. 11. Loughlin, W. ©C.: New York J. Med. 
49:1823, 1949. 


Products of Original Research THE NATIONAL DRUG CO. 
Philadelphia 44, Pa. 
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OLEANDOMYCIN TETRACYCLINE 


‘oleandomyein (Matromycin") brings to antibiotic | 


erapy a new. extended antimicrobial spectrum 
which includes even “resistant” staphylococci, while 
it provides protection against the emergence of new 
resistant strains. Indicated in infections of the upper 
respiratory tract. and. related structures, such as 


media, pleurisy. 


Supplied: Capea 
sleet: co 167 mg.) 


SU rgistically st ie ned multi-spectrium antibiotic form ulation 
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THE MEDICAL 


PSYCHOLOGY, PSYCHIATRY, 
AND THE PUBLIC INTEREST 


Edited by Maurice H. Krout, Ph.D. 217 pages. 
1956, University of Minnesota Press, Minneapo- 
lis. $4.00. 


This book, written largely by 14 well-known 
clinical psychologists, sets out to make peace 
with organized psychiatry on the question of 
nonmedical psychotherapy in private practice. 
Before it is over, however, the peace party gets 
rough. This was perhaps inevitable, since or- 
ganized psychiatry is adamantly opposed to non- 
medical psychotherapy, and organized psycholo- 
gy is just as adamantly for it. The only difference 
between them in attitude is that psychology is 
willing to extend its training requirements in the 
social sciences and in all of the psychologic por- 
tions of psychiatry, whereas no extension short 
of an M.D. is acceptable to organized psychiatry. 
The authors could not have expected a book to 
do what conferences between organized psycholo- 
gy and organized psychiatry have not succeeded 
in doing, i.e., change the latter’s opposition. Their 
purpose, therefore, must have been to appeal to 
the public. Midway in the book this purpose and 
the attack on their right to practice change their 
original peacemaking intentions into a polemic 
battle in which organized psychiatry comes in 
for some hard-hitting fundamental criticism. 
This, I am afraid, is apt to aggravate the conflict. 

There is much in this book about the nature 
of psychotherapy, the training of the ideal psy- 
chotherapeutist, and the present training limita- 
tions of both psychiatrists and psychologists. But 
no criteria by which to judge the issue between 


ookman 


them are given. Only generalized claims are made. 

They can be highlighted by being put in the 
form of a dialogue between organized psychiatry 
and organized psychology. 

PSYCHIATRY: It is generally accepted today that 
mental illness is a form of sickness and, as such, 
belongs in medicine. Psychotherapy as the sys- 
tematic application of psychologic methods to the 
treatment of mental illness is, therefore. a form 
of medical treatment. It does not constitute a 
separate profession; it is only one of various 
treatment methods selected according to medical 
criteria. Hence, no one but a medically trained 
therapeutist can do justice to the mentally ill 
patient, and no one else should treat him. That 
is why the western world for centuries has placed 
the responsibility for diagnosis and treatment of 
illness on the medical profession. 

PsYCHOLOGY: No one disputes that medical 
problems should be treated by doctors. but there 
is no scientific evidence that emotional disturb- 
ances are a form of illness. We have called them 
that only because we have been inept and care- 
less with words. Organized psychiatry has sim- 
ply capitalized on this carelessness to entrench 
the dogma that psychotherapy is a branch of 
medicine. 

The fact is that in certain fundamentals psy- 
chotherapy is the opposite of medicine. For ex- 
ample, medicine is healing, but psychotherapy is 
more education than healing. In medicine the 
patient is passive, plastic and compliant. In psy- 
chotherapy he is active. If he were passive. plas- 
tic or compliant, psychotherapy could never suc- 
ceed. In medicine the relationship between the 
(Continued on page A-122) 
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doctor and his patient consists of a curative pro- 
gram and regimen imposed by medical impera- 
tives. Things are done to the patient. In psycho- 
therapy the relationship is dynamic, mutual and 
interactive. Things are done not to but with the 
patient, and in their doing the patient plays a 
major role. The goal of medicine is largely amel- 
ioration of symptoms and palliation of discom- 
fort. The goal of psychotherapy is a better in- 
tegration of personality within itself and with its 
world. 

The psychopathology we observe clinically is 
not in man’s organs or in his physiology, but in 
the interaction of his personality with its world. 
This is what Freud meant when he wrote, “Psy- 
choanalysis is a part of psychology. Not medical 
psychology in the old meaning. and not psycholo- 
gy of the pathological process. but pure psy- 
chology.” Psychotherapy. therefore, is the ap- 
plication of psychologic understanding—under- 
standing of self, of others, of the world around 
us. It is a humanizing experience not to be 
achieved through physical intervention and can- 
not, therefore, be classified as medical treatment. 
The unique character of Freud’s great contri- 
bution to psychiatry was his ability to see psy- 
chologic phenomena psychologically instead of 


through such physical media as the medulla ob- 
longata and the autonomic nervous system. 

PSYCHIATRY: It is axiomatic that the mind can- 
not be separated from the body. To treat a con- 
dition by psychologic means is to separate the 
mind from the body. As psychologic treatment 
is the only kind which a psychologist can offer, 
to turn a patient over to him is dangerous: Or- 
ganic disease and psychiatric disorder might be 
overlooked. Furthermore. psychotherapy is not 
an innocuous procedure. In the hands of a non- 
medical practitioner, it might bring on danger- 
ous conditions, such as depression with suicidal 
tendencies. 

PSYCHOLOGY: There is no question that the 
mind cannot be separated from the body. but 
this does not mean that the body must always 
be treated along with the mind in psychotherapy. 
In actual practice no good dynamic psychothera- 
peutist treats patients physically as well as psy- 
chologically, and the patient's therapeutic experi- 
ence as such is composed of psychologic. not 
physical, matters. 

As for overlooking organic disease and psychi- 
atric disorder, in actual practice it is only com- 
mon sense for a psychologist. when he sees physi- 
(Continued on page A-124) 
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cal symptoms in his patient, to refer him to a 
physician; and when he sees markedly aberrant 
psychologic symptoms, to refer him to a psychi- 
atric colleague. 

Furthermore, since the psychologist restricts 
his practice to neuroses and related behavior 
problems and has the Rorschach test as well as 
his psychologic training and experience to dis- 
cover the underlying dynamics of his patients’ 
problems, he can weed out and refer those with 
psychiatric trends and physical danger signs. 
The danger of his overlooking organic disease 
or psychiatric disorder is therefore very small. 
As for suicides, they are extremely rare, except 
among psychotics. In a recent survey of psy- 
chologists in private practice, it was found that 
none had a patient who committed suicide. 

PSYCHIATRY: We grant that nonphysicians in 
the psychiatric field can perform many useful 
functions, but because of their more limited 
training they must work in close association with 
psychiatrists and under their direction in order 
to give patients full protection. 

PSYCHOLOGY: The idea that a medical degree 
gives a patient protection in psychotherapy is a 
mistaken one. Psychiatric training today comes 
after medical training and often consists of only 
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a hospital internship and a residency. Thus, a 
medical degree gives the public the protection of 
adequate medical training only. It does not guar- 
antee adequate training or skill in psychotherapy. 


It could hardly be otherwise. There is so much 


to learn in the physical and biologic sciences 
that a medical school which tried to add to its 
curriculum the social sciences needed in psycho- 
therapy could do so only at the risk of turning 
out poor physicians: and a physician who at- 
tempted to master both curriculums could do so 
only at the risk of becoming a permanent novice 
or dilettante in both. This suggests that the train- 
ing of both the psychiatrist and the psychologist 
is inadequate and that what both need is a new, 
enriched training program. This enrichment is 
not likely to come, however. if every psycho- 
therapeutist must have an M.D. degree. 


Such a requirement has already led psycho- 


therapy in this country into a scientific cul de 
sac, and has made it sterile and weak by cutting 
it off from the nourishment of the broad, sys- 
tematized knowledge of man. his culture and 
works, historically supplied by nonmedical thera- 
peutists. Freud himself never intended psycho- 
analysis to be a strictly medical function. He 
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made this clear when he wrote that the first 
requisite of a psychotherapeutist is not an M.D. 
degree but “insight into the human psyche and 
into the unconscious layers of one’s own psyche.” 

The insistence on an M.D. degree is also likely 
to make us forget that psychology has contributed 
as much as psychiatry to the scientific study of 
emotional processes and mental disorder; that 
clinical psychology has a code of ethics as good 
as that of any profession; that after a medical 
psychotherapeutist has been in practice for a 
while, he is apt to know very little medicine be- 
cause he uses it so little; that in our culture and 
economy there are more people seeking psycho- 
therapy than the psychiatrists and psychologists 
together can treat, and it is not in the public 
interest, therefore, to restrict nonmedical psy- 
chotherapy: and that the fact that organized 
psychiatry challenges the competence of the psy- 
chologist only in private practice, not in clinics, 
suggests that the question is one of monopolistic 
control over private practice rather than one of 
competence. 

To let the person who can do the job best do 
it and to let his actual competence limit his re- 
sponsibility—in the last analysis, is this not the 
best way to protect the public? 

REVIEWER'S POSTSCRIPT: Some social workers 
are also in private practice. They differ from 
psychologists in not staking out the whole of 
psychotherapy as their claim and in using psy- 
choanalytically trained psychiatrists to supervise 
doubtful cases, but their rationale for private 
practice is for the most part the same as that of 
the psychologists. 

C. R. 


& CYTOLOGY OF THE BLOOD AND 
BLOOD-FORMING ORGANS 


By Marcel Bessis, M.D., Director of Research 
Laboratory, Centre National de Transfusion San- 
guine, Paris. Translated by Eric Ponder, M.D., 
Nassau Hospital, Mineola, New York. 629 pages 
with 405 figures and 22 color plates. 1956, Grune 
& Stratton, Inc., New York and London. $22.00. 


A well-respected French hematologist, Dr. Mar- 
cel Bessis is admirably qualified to describe the 
various technics available for studying the cy- 
tology of the blood and blood-forming organs. 
An excellent job of translation has been done by 
Dr. Eric Ponder, who deserves credit for mini- 


mizing the confusion in nomenclature that exists 
between American and European hematologists. 

For American readers, at least, the chief value 
of this rather voluminous book will be its thor- 
ough description of the appearance of both nor- 
mal and pathologic blood cells as observed under 
the phase and the electron microscope. No better 
account can be found anywhere, and exceedingly 
numerous photographs are included. Also out- 
lined are new technics for examining cells by 
use of polarized light, ultraviolet light, and the 
fluorescent stains, along with brief accounts of 
the application of cytochemical methods, the ul- 
tracentrifuge, and electrophoresis in the exami- 
nation of blood cells. 

The author’s decision to aim at completeness 
has made the book cumbersome. There is little 
justification for sections dealing with the collec- 
tion of blood samples, descriptions of methods 
widely used in performing routine blood counts, 
or specifications for preparing and staining blood 
smears. A more selective and concise monograph 
on the author’s personal experience with phase 
and electron microscopy and other new technics 
would have served a more useful purpose. De- 
spite this criticism, it is only fair to state that 
the book contains a wealth of information and 
will be a valuable adjunct to the libraries of 
those interested in morphologic hematology. 

D. G. I. 


NATURAL CHILDBIRTH 
By H. B. Atlee, M.D., Head, Department of Ob- 


stetrics and Gynecology, Dalhousie University, 
Halifax, Nova Scotia. A monograph in the 
American Lectures in Gynecology and Obstetrics, 
edited by E. C. Hamblen, M.D., Associate Pro- 
fessor of Obstetrics and Gynecology, Duke Uni- 
versity School of Medicine, Durham, North 
Carolina. 79 pages. 1956, Charles C Thomas, 
Springfield, Illinois. $2.75. 


This monograph deals with the somewhat con- 
troversial subject of natural childbirth in a 
pleasantly informal manner. Physicians who are 
practicing delivery by natural childbirth will do 
well to review Dr. Atlee’s approach to the sub- 
ject. Other physicians, who simply wish to be- 
come acquainted with the procedure, will find 
this an excellent outline of the subject. 

R. A. S. 
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> THE PREMARITAL CONSULTATION 
A Manual for Physicians 


By Abraham Stone, M.D., Associate Clinical Pro- 
fessor of Preventive Medicine, New York Uni- 
versity College of Medicine; Director, Margaret 
Sanger Research Bureau, and Lena Levine, M.D., 
Associate Medical Director, Margaret Sanger 
Research Bureau, New York. 90 pages, illus- 
trated. 1956, Grune & Stratton, Inc., New York 
and London. $3.00. 


Since management of the premarital consulta- 
tion is neglected in many medical school cur- 
riculums, the physician without guidance may 
experience difficulty in formulating an adequate 
approach to the subject. Sections of this book 
are presented in question-and-answer form, and 
the discussions with husband and wife, sepa- 
rately and together, are outlined. 

This manual is highly recommended as an ex- 
cellent addition to the doctor’s library. 

R. A. S. 


> DISEASES OF THE CHEST 


By H. Corwin Hinshaw, M.D., Clinical Professor 
of Medicine, and L. Henry Garland, M.B., Clini- 
cal Professor of Radiology, Stanford University 
School of Medicine, San Francisco. 727 pages 
with 634 illustrations. 1956, W. B. Saunders 
Company, Philadelphia and London. $15.00. 


The authors have combined unusual literary 
skill with extensive experience in clinical and 
investigative medicine to create a readable and 
yet remarkably well-documented book. Although 
they have called on colleagues to supply a few 
chapters, the authors’ own contributions make 
this volume outstanding. The text contains rela- 
tively few references by name, thus affording 
unusually easy reading. Extensive footnotes al- 
low the reader to check the basis for many state- 
ments without thumbing to the end of the chap- 
ter or book. In addition, the footnotes contain 
one sentence summaries of recent articles perti- 
nent to the subject matter on the page. 

Introductory chapters follow the classic order 
of clinical, roentgenologic and physiologic meth- 
ods used in evaluating diseases of the chest. 

The various disease entities are expertly pre- 
sented. These include pneumonia caused by bio- 
logic and physical agents, pulmonary abscess and 
bronchiectasis, pulmonary complications follow- 


December 1956 


ing surgical procedures and aspiration of foreign 
bodies, trauma, diaphragmatic disorders, asthma, 
emphysema, pulmonary blebs, pneumothorax, 
mediastinal diseases, primary and secondary 
bronchopulmonary carcinoma, tuberculosis, sar- 
coidosis, fungous infections and pneumoconiosis. 
A generous number of excellent illustrations sup- 
plements the text. 

Brief attention is given to cardiovascular dis- 
orders involving the lungs and mediastinum, the 
details of which are beyond the scope of the 
book. 

Introductory paragraphs in each chapter con- 
tain important practical information which gives 
the reader an insight into such significant mat- 
ters as the management of the individual pa- 
tient, the colorful history of discoveries in the 
field to be discussed, and the constantly chang- 
ing problems of management resulting from rap- 
id addition of new diagnostic and therapeutic 
tools. 

R. D. M. 


& CLINICAL CHEMISTRY 


Principles and Procedures 


By Joseph S. Annino, Clinical Chemist, Massa- 
chusetts Memorial Hospitals, Boston. 280 pages, 
illustrated. 1956, Little, Brown & Company, 
Boston and Toronto. $7.50. 


The author’s objective was to produce a book 
which would aid the relatively inexperienced 
chemistry technician in establishing, using and 
controlling good methods of chemical analysis. 
He has succeeded fairly well in an attempt to ex- 
plain basic principles. 

The book is in two parts: Part 1 is devoted 
to basic technics and fundamental information, 
and part 2 to methods. There are 18 chapters 
in all. The methods described are those pre- 
ferred by the author, though different technics 
might be preferred by others. The reader is 
given little choice. For example, in the chapter 
on sodium and potassium, flame photometry is 
described. However, the method used is appli- 
cable only to a certain flame photometer, and the 
details are the results of experimentation carried 
on in the author's laboratory. 

The author presents good references to the 
literature—often to other textbooks—at the end 
of each chapter. 


A. H.S. 


(Continued on page A-130) 


* 
2 


OLEANDOMYCIN TETRACYCLINE 


3 
J 
‘ 


The new synergistic formulation of tetre ine 
oleandomycin (Matromycin®) brings to antibio 
therapy a new extended antimicrobial spectrum _ 
which includes even “resistant” staphylococci, while _ 
it provides protection against the emergence of ne 
resistant strains. Indicated in soft tissue infectio 
such as cellulitis, furuncles, wound infections; 

as an to of carbunele, 
abscess. 


250 mg. (0 
tetracycline 167 mg.). 


‘Mequirements of antibiotic therapy today 


* 
synergistically strengthened multi-spectrum antibiotic formulatio 


i Leader in Antibiotic 
pment and Production / fe 7zer PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


“TRADEMARK 


at 
“AE 
| el 


& CARDIAC PRESSURES 
AND PULSES 
A Manual of Right and Left 
Heart Catheterization 


By Aldo A. Luisada, M.D., Director, Division of 
Cardiology, and Chi Kong Liu, M.D., Chief, 
Laboratory of Catheterization, Division of Car- 
diology, Chicago Medical School and Mount 
Sinai Hospital, Chicago. 116 pages, illustrated. 
1956, Grune & Stratton, Inc., New York and 
London. $6.00. 


A vast amount of information has already ac- 
cumulated, and steady advances continue to be 
made in the diagnosis of congenital and acquired 
cardiac disease by the technics of cardiac cathe- 
terization. It is, therefore, difficult for any book 
of moderate size to describe all technics in de- 
tail and discuss all the information that can now 
be made available by this diagnostic method. 
This monograph makes an effort to summarize 
current data regarding cardiac pressures and 
pulses, and succeeds moderately well. 

There are 51 figures illustrating normal and 
abnormal right and left heart pulses in man and 
animals and five tables giving blood pressures 
and oxygen saturations in the cardiac chambers 
in normal subjects and in patients with con- 
genital and acquired heart disease. The contents 
are grouped into seven chapters which discuss 
respectively the cardiac cycle. technic of cathe- 
terization, normal pressures in the cardiac cham- 
bers and large vessels, normal patterns of pres- 
sure in the cardiac chambers and large vessels. 
abnormal pressure patterns, artefacts, and for- 
mulas used in cardiac catheterization. 

The greater part of the book is devoted to a 
detailed description of pulse contours obtained 
at catheterization of the right side of the heart. 
Technics of catheterization of the left side of the 
heart are described, but the data obtainable by 
this method are not discussed fully; the value 
of such catheterization to determine the presence 
or absence of pressure gradients across the valve 
in mitral disease is considered briefly, but in 
disease of the aortic valve, it is not considered. 

The phonocardiogram is used throughout for 
timing the events of the cardiac cycle. This may 
be somewhat confusing for those accustomed to 
the use of the simultaneously recorded electro- 
cardiogram for this purpose. 

The authors’ interpretation of the significance 
of the pulmonary-artery-wedge pressure is open 
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to question, as their opinions about this differ 
from that usually accepted, namely, that the 
pulmonary-artery-wedge pressure pulse repre- 
sents a retrograde transmission of the left atrial 
pulse across the pulmonary capillary bed. 

There are other minor deficiencies. The index 
is very brief, and several important points are 
considered only superficially. The omission of 
any mention of oximetry, selective angiocardiog- 
raphy. and dye-dilution technics makes the sub- 
title much too ambitious. 

In summary. some useful information is pre- 
sented in this small volume and, with the res- 
ervations mentioned, the book could be recom- 
mended as a suitable introductory work for study 
in the field of cardiac catheterization. 

D. C. C. 


> A MANUAL OF THE COMMON 
CONTAGIOUS DISEASES 


By Philip Moen Stimson, M.D., Professor of 
Clinical Pediatrics, Cornell University Medical 
College, and Horace Louis Hodes, M.D., Pedia- 
trician-in-Chief and Director, Department of 
Pediatrics, Mt. Sinai Hospital, New York. Ed. 5. 
624 pages with 84 illustrations. 1956, Lea & 
Febiger, Philadelphia. $8.50. 


This is the fifth edition of this well-known 
manual by Dr. Stimson, with whom Dr. Hodes 
of Mt. Sinai Hospital has become associated for 
the first time. Dr. Stimson indicates that Dr. 
Hodes will be responsible for further editions of 
the book. The present edition is completely up 
to date and is a reference manual in very con- 
venient form. 

There are chapters on principles of contagion, 
serum reaction, antibiotics and sulfonamides, as 
well as detailed descriptions of the various 
contagious diseases. Chapter 15 dealing with 
poliomyelitis seems quite complete, with a dis- 
cussion of the Salk vaccine and its effects up to 
1956. There are several colored illustrations, as 
in previous editions, and it would seem worth- 
while to have even more such illustrations, if at 
all possible. 

This is a satisfactory book, particularly for 
students and those in general practice, and also 
should be useful to teachers who are dealing 
particularly with contagious diseases. 

H. M. K. 
(Continued on page A-132) 
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vr” the nuisance of sterilization. Gone the 
i 7 problem of having enough clean spec- 
ula. Packed in transparent tubes of 40 
each, KLEEN-Sprec specula are $3.25 


You can use new KLeen-Spec dis- 
posable specula on your present Welch 
Allyn otoscopes with a simple, inex- 
pensive adapter which costs only $2.00. 

7 Or, you may prefer the completely 
’ new Welch Allyn No. 251 otoscope 
head, designed especially for use with 
KLEEN-Sprec disposable specula. It 
weighs only half as much as its prede- 
cessor, has clean modern lines and irm- 
proved illumination. It fits all standard 
Welch Allyn battery handles. The No. 
251 head, with 400 KLEEN-SpeEc dis- 


— 


changing old style 
WELCH ALLYN 
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> FLUID BALANCE HANDBOOK 
FOR PRACTITIONERS 


By William D. Snively, Jr., M.D. and Michael J. 
Sweeney, M.D., Attending Physicians, Evansville 
Child Health Clinics, Evansville, Indiana. 326 
pages, illustrated. 1956, Charles C Thomas, 
Springfield, Illinois. $6.75. 


The authors have succeeded in their intent to 
prepare an easily understood and well-illustrated 
handbook on principles of fluid balance. Dia- 
grams, tables and sketches present material in an 
attractive manner and serve to sustain interest in 
what ordinarily is a forbidding subject. 

There are some approximations which might 
offend the chemist. For instance. milliequiva- 
lents are used as a rough equivalent of millios- 
mols, thus neglecting entirely the osmotic proper- 
ties of nonionized substances such as glucose and 
urea. These simplifications do not interfere seri- 
ously with the primary objective of the text. 

A number of statements regarding findings in 
clinical states may be open to some question. 
The term “periodic” is used to describe the 
breathing of metabolic acidosis, and deep bony 
pain is given as a symptom of hypercalcemia. 
Metabolic alkalosis is said to cause depressed 
breathing. 

A comprehensive classification of fluid and 
electrolyte disorders, according to Moyer, has 
been adapted and modified. The use of body sur- 
face area as a guide to dosage of fluids is em- 
phasized. The thesis of this book, however, is a 
plan for managing fluid-balance problems based 
on the use of “balanced solutions.” To quote: 
“When such solutions are given in doses that 
meet the fluid volume needs of the patient they 
supply electrolytes in such quantities that the 
body homeostatic mechanisms can retain or re- 
ject them in accordance with the needs.” The ex- 
ceptions to this plan are covered and the use of 
some auxiliary solutions is discussed. A number 
of balanced solutions are described under code 
numbers—solution number 75, for instance, con- 
tains a total of 75 mEq. each of cations and 
anions. 

This handbook presents a plan of therapy 
based on rules which are somewhat complicated 
on first inspection but would become simpler 
with use. There are perhaps two principal objec- 
tions to this approach. First, the emphasis is on 
the average case; in the exceptional or crucial 
cases, better results might be obtained if treat- 


A-132 


The Medical Bookman 


ment were adapted to the situation at hand. Sec- 
ond, there is a tendency to forget the exact com- 
position of the balanced solutions identified only 
by code number. These objections perhaps may 
be outweighed by the advantages of the method, 
and time will tell how widely the system may be 
adopted. 


C. F. G. 


> ANATOMY FOR SURGEONS 
The Thorax, Abdomen 
and Pelvis 


By W. Henry Hollinshead, Ph.D., Professor of 
Anatomy, Mayo Foundation, and Head of the 
Section of Anatomy, Mayo Clinic, Rochester, 
Minnesota. Vol. 2. 933 pages with 1,109 illus- 
trations. 1956, Paul B. Hoeber, Inc., Medical 
Book Department of Harper & Brothers, New 
York. $20.00. 


This second volume of a proposed series of 
anatomic delineations, written by an outstanding 
contemporary anatomist, was designed entirely 
for a surgical approach. It is arranged for easy 
reference and contains comprehensive reviews 
with easily understood diagrammatic drawings 
of the thoracic, abdominal and pelvic areas. 
Astounding advances in surgery of the chest 
have done much to stimulate anatomic discus- 
sion that had little interest a few years ago. 
Relationships inside the cavity were not con- 
sidered particularly important. With intratho- 
racic and cardiac operations becoming routine 
in most hospitals, this structural architecture is 
vital to the surgeon. Those who operate on the 
abdomen and the female anatomy will be pleased 
with the clear and concise definitions. Urologic 
surgeons should benefit from outstanding chap- 
ters in this field. 

Because the book is nicely bound and easily 
read, it will be readily accepted. The faculty of 
the author to select sketches that convey the 
pertinent relationships is unique. This volume 
will be a welcome addition to anyone having 
an interest in anatomy, but to the busy surgeon 
it will have profound appeal. The author is pres- 
ently at work on the third and final volume of 
this series, which will be based on the anatomy 
of the spine and extremities. It will have to be 
outstanding if it is to compare to the preceding 
volumes. 

E. H. 
(Continued on page 134) 
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a unique new compound, ferrous calcium citrate, with tricalcium citrate 


- iron and calcium in one molecule 
* more hemoglobin in less time 
* iron your patients can tolerate 
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> THE SPINE 
Anatomicoradiographic Studies; 
Development and the Cervical Region 


By Lee A. Hadley, M.D., Senior Attending Roent- 
genologist, Syracuse Memorial Hospital, and 
Clinical Associate Professor of Public Health, 
New York State College of Medicine, Syracuse. 
156 pages, illustrated. 1956, Charles C Thomas, 
Springfield, Illinois. $6.50. 


By limiting the subject matter to a segment of 
the spine and a partial study of its pathology, the 
author has made a worthwhile contribution to 
the literature. 

The embryology, as well as the postnatal de- 
velopment of the spine, is well documented and 
succinctly presented. Anomalies related to mal- 
development of the spine are also described. 

The main portion of the monograph is con- 
cerned with the cervical region, including its 
anomalies. Whiplash injuries are described from 
the point of view of the anatomy, gross and 
roentgen, and progressive changes over many 
years are illustrated. 

The final discussion includes the microscopic 
and radiographic findings in progressive degen- 
erative disease of both the intervertebral disks 
and associated intervertebral foramen changes. 

This book is recommended reading for radi- 
ologists, orthopedists, neurosurgeons and neu- 
rologists. 

S. B. F. 


MUSCLE TESTING 


Techniques of Manual Examination 


By Lucille Daniels, M.A., Associate Professor 
and Director of Physical Therapy, and Marian 
Williams, Ph.D., Assistant Professor of Physical 
Therapy, Stanford, California, and Catherine 
Worthingham, Ph.D., Director of Professional 
Education, The National Foundation for Infan- 
tile Paralysis, Inc., New York. Ed. 2. 176 pages, 
illustrated. 1956, W. B. Saunders Company, 
Philadelphia and London. $4.00. 


One of the most debatable aspects of disability 
evaluation has been the problem of accurately 
discriminating muscle function in units. The 
various factors, associated with the individual 
patient and examiner, that may alter an accurate 
definition are well known to those who deal fre- 
quently with these problems. Thus, one examiner 
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might describe muscle function as good, and the 
same day another would define it as fair. In 
order to determine. therefore, a basic criterion 
for transcription of this disability evaluation, the 
muscle-testing technics had to be developed and 
rated from an accurate clinical standpoint. This 
is an absolute necessity for disability evaluation 
determinations having permanency and relating 
to industrial injury, and for those used as clini- 
cal reference in attempts to evaluate specific treat- 
ment prescribed for a neuromuscular disability. 

The features of this manual have been devel- 
oped primarily for technical surveys, but their 
effectiveness has been recognized and has now 
become useful for all types of disability evalua- 
tion of muscle function. This second edition is 
easily read, and the functional aspect of a par- 
ticular muscle group is well defined. The factors 
limiting motion, the prime movers and the ac- 
cessory muscles are described; and the features 
differentiating between normal, good, fair, poor, 
trace and zero ratings are determined. This test- 
ing technic was used as a basic standard for 
evaluating results of gamma globulin inoculations 
during their testing as a prophylactic against 
poliomyelitis. Primarily, however, its greatest 
value is its specific criterion for functional evalu- 
ation from which the results of muscle testing by 
one examiner may be accurately compared with 
those of a second examiner. 

This volume has attained vast acceptance 
among physiotherapeutists, and it has ancillary 
features that will make it highly acceptable to 
orthopedists and teachers of physical medicine. 
Recently it was translated into Japanese and 
Italian. 

E. H. O'P. 


Books received will be acknowledged in this 
department each month. As space permits, books 
of principal interest to our readers will be re- 
viewed more extensively. 


Practitioners’ Conferences; Held at The New York 
Hospital-Cornell Medical Center. Edited by Claude FE. 
Forkner, M.D., Professor of Clinical Medicine, Cornell 
University Medical College, New York. Vol. 4. 407 pages, 
illustrated. 1956, Appleton-Century-Crofts, Inc., New 
York. $6.75. 


Alcoholism. Edited by George N. Thompson, M.D., As- 
sociate Clinical Professor of Neurology and Psychiatry, 
School of Medicine, University of Southern California, 
Los Angeles. 548 pages with 92 illustrations. 1956, 
Charles C Thomas, Springfield, Illinois. $9.50. 


(Continued on page A-138) 
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precision and ig 
performance 


BARD-PARKER 


SURGICAL BLADES 
its arp 


BARD-PARKER RIB-BACK SURGICAL BLADES 
are preferred by the Profession . . . because they know 
that each blade, through continuous inspection—meets 


every specification. 


And, there are other traditionally good reasons why 
there is a preference for B-P RIB-BACK SURGICAL 
BLADES .. . they are always dependable and highly 


economical in performance. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. 
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reve Staphylococens aureus 
to Penicillin and 


reus, COagulase POSitive 
SENSitive to *rythromycin’ 


Afte 


2 Ts of therapy, i 
able, T=99, 


Patient WaS afebr 
6. Throat Slightly infecteg 
Were ary ang both tympanic Membranes 
Culture On 2/15 


Canal 


c €€ Of uny 
S Stoppeg at this time, 


tonsillit; 


S and Otitis exte 
Staphylococcus aureus, 


4 
\ 
\ 2/22/58 DISCHARGE SUMMARy 
\i Patient, White Male, age 4 €ntereg the clinic on 2/18/56, 
With history Of yellow discharge from the right Car, a 
fever, ang Sore throg; Of two days duration, 
\ Temperature Orally Was 100°, Pharyny infecteg tonsils 
\ inflameg, Crusteg Purulent material seen, in right ea» Canal; 
tympanic Membrane norma), Diagnosis -- tonsillitis and 
Ctitis €xterna, 
ERYTEROCHy (erythromye Was Started in doses of 
25 Mgm/kg 400 mgm in 4 gqually divideg doses, 
i= 
© and comfors_ / 
4 eretions in car 
No C0&agulase POSitive Staphylocoge; 
Pathogens On 2/22, follow. Showeg him | 
to be Complete] y Sua] Physica) 
findings, The drug wa 
Fina) Diagnosis. due to 
Result; Complete Inica] bacteriologi. CUre after 
: 9 days With therapy, 
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“clinical response 
good or excellent”’ 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator stated, 


“In all 18, the clinical response could be regarded as either good or excellent." 


This, of course, is only one of many reports showing the effectiveness of ERYTHROCIN 
against coccic infections. You'll get the same good results (nearly 100% in common, 


bacterial respiratory infections) when you prescribe Filmtab ERYTHROCIN. 


“toxicity lower 
in erythromycin-treated 
patients” 


After a study of 208 patients treated with erythromycin (78), procaine penicillin (78) and 
a placebo (52), the investigator stated: “. . . the incidence of toxicity (compared to 


| 


procaine penicillin) was significantly lower in the erythromycin-treated patients. 


Actually, ERYTHROCIN stands on a remarkable record of safety. After four years, 
there’s not a single report of a severe or fatal reaction attributable to erythromycin. 
Also, allergic reactions rarely occur. Filmtab ERYTHROCIN Stearate (100 and 250 mg.), 
is available in bottles of 25 and 100, at all pharmacies. 

Obbott 
® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 


. Herrell, W. E., Erythromycin, Antibiotics 
Monographs, No. 1, p. 29, New York, Med- 


“Film ical Encyclopedia, Inc., 1955. 
’ tab. Idem p. 30. 


yth cl n STEARATE 


(Erythromycin Stearate, Abbott) 


| tt 
| 
| 
| 
| 
| 
| 
: 
ger 
| 
| 


Dynamic Psychiatry in Simple Terms. By Robert R. 
Mezer, M.D., Senior Staff Psychiatrist, Community Clin- 
ic, Massachusetts Mental Health Center and Harvard 
Medical School, Boston. 174 pages. 1956, Springer Pub- 
lishing Company, Inc., New York. $2.50. 


Dermatology. By Donald M. Pillsbury, M.D., Walter 
B. Shelley, M.D. and Albert M. Kligman, M.D. 1,331 
pages with 564 figures. 1956, W. B. Saunders Company, 
Philadelphia and London. $20.00. 


Diabetes Mellitus. By Howard F. Root, M.D., Medical 
Director, and Priscilla White, M.D., Joslin Clinic, Bos- 
ton. 346 pages. 1956, The Blakiston Division, McGraw- 
Hill Book Company, Inc., New York. $7.00. 


Williams Obstetrics. By Nicholson J. Eastman, M.D.., 
Professor of Obstetrics, The Johns Hopkins University, 
and Obstetrician-in-Chief to The Johns Hopkins Hos- 
pital, Baltimore. Ed. 11. 1,212 pages, illustrated. 1956, 
Appleton-Century-Crofts, Inc., New York. $14.00. 


Year Book of Medicine (1956-57 Year Book Series). 
Edited by Paul B. Beeson, M.D., Carl Muschenheim, 
M.D., William B. Castle, M.D., Tinsley R. Harrison, 
M.D., Franz J. Ingelfinger, M.D. and Philip K. Bondy, 
M.D. 744 pages with 118 illustrations. 1956, The Year 
Book Publishers, Inc., Chicago. $6.75. 


The Initial Management of Thoracic and Thoraco- 
abdominal Trauma. By Lawrence M. Shefts, M.D., 


FOR SKIN IRRITATION 


TASHAN™™ CREAM ‘Roche’ provides welcome re- 
lief from symptoms and speeds the healing process. | 


Each gram contains: 


Vitamin A 10,000 U.S.P. units | 
ee Vitamin D2. . . . 1,000 U.S.P. units | 


Vitamin E (d/-alpha-tocophery] acetate) . 5 mg} 
in a cosmetically pleasing absorptive base which 


fastidious patients will appreciate. Tubes, 1 ounce. 


| 
HOFFMANN-LA ROCHE INC + NUTLEY 10 N.J.) 
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Thoracic Surgery Consultant to Brooke Army Hospital. 
Fort Sam Houston, and to United States Air Force Hos- 
pital, Lackland Air Force Base, San Antonio, Texas. A 
monograph in the American Lectures in Surgery, edited 
by Michael E. DeBakey, M.D., Professor of Surgery and 
Chairman of the Department of Surgery, Baylor Univer- 
sity College of Medicine, Houston, Texas, and R. Glen 
Spurling, M.D., Clinical Professor of Surgery, Univer- 
sity of Louisville, Louisville, Kentucky. 121 pages with 
nine illustrative case reports. 1956, Charles C Thomas, 
Springfield, Illinois. $6.50. 


Internal Secretions of the Pancreas. Ciba Founda- 
tion Colloquia on Endocrinology. Vol. IX. A Symposium. 
Edited by G. E. W. Wolstenholme, O.B.E., and Cecilia 
M. O'Connor, B.Sc. 292 pages with 100 illustrations. 
1956, Little, Brown & Company, Boston and Toronto. 
$7.00. 


EKG Fibel. By Dr. Rolf Heinecker with contributions 
by Dr. Ferdinand Hoff. 203 pages with 182 illustrations. 
1956, Georg Thieme Verlag, Stuttgart, Germany. Dis- 
tributed in the United States and Canada by Intercon- 
tinental Medical Book Corporation, New York. $4.70. 


Roentgen Signs in Clinical Diagnosis. By Isadore 
Meschan, M.D., assisted by R. M. F. Farrer-Meschan, 
M.B., B.S., Melbourne, Australia. 1,058 pages with 2,216 
illustrations in 780 figures. 1956, W. B. Saunders Com- 
pany, Philadelphia and London. $20.00. 
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buy and use 


CHRISTMAS SEALS. 


iight tuberculosis 
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“...a new approach to wound healing..." 


debrides necrotic tissue 
keeps wound clean 
promotes normal healing 


PANAFIL Ointment meets the need, in stubborn, slow-healing 
wounds, for a “...topical preparation which...can both clean 
out the resistant lesion and foster the natural healing process.”! 
Confirming this dual action of PANaFIL therapy, investigators 
characterize resultant granulations as healthy and highly vas- 
cular, with subsequent epithelium soft and pliable.'* 

Three ingredients in PANAFIL Ointment provide therapy safe 
for continuous out-patient use*— yet effective in debilitated hos- 
pitalized patients 


- Papain—efficient enzymatic debriding agent, harmless to nor- 
mal tissue. 

- Urea—augments the cleansing action of papain. 

« Chlorophyll derivatives—control inflammation and promote 
healthy granulation. 

PANAFIL Ointment contains papain powder 10%, urea U.S.P. 

10%, and water-soluble chlorophyll derivatives N.N.R. 0.59% in 

a hydrophilic ointment base. Available in 1-ounce and 4-ounce 

tubes on prescription only. 

Literature and samples for clinical trial available on request. 

(1) Miller, E. W.: New York State J. Med. 56:1446, 1956. 

(2) Morrison, J. E., and Casali, J. L.: Am. J. Surg., to be pub- 
lished. (3) Garnes, A. L., and Barnard, R. D.: Angiology, in press. 


PANAFIL FOR IMPROVED ENZYMATIC THERAPY 


Rystan) company * MOUNT VERNON, N.Y. 
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new and different 


‘relief of daily tensions” 


without depression, drowsiness, 


motor incoordination 


true calmative 


NosTyn is a true calmative which helps tense and anxious individuals cope with 
their daily difficulties. It is also a useful adjunct in treating patients with organic 
disease associated with stress. NOSTYN is gentle-acting in effectively moderating 
anxiety and tension as it does not cause depression, drowsiness, motor incoordin- 


ation, gastric irritation or other side actions offsetting its benefits. 


A AMES COMPANY,INC + ELKHART, INDIANA 


. 

> 


2-ethylcrotonylurea, AMES y 


‘the power of gentleness” 


- NOSTYN is a new drug, a calmative —not a hypnotic-sedative 
—unrelated to any available chemopsychotherapeutic agent 

‘no evidence of cumulation or habituation 

‘ does not cause diarrhea or gastric hyperacidity 

* unusually wide margin of safety—no significant side effects 


dosage: 150-300 mg. three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48. 18456 
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4 Rolled Oats 
are 
NATU RALLY 


rich In A goodly portion of the minerals in the 

. oat seed is concentrated in the embryo and 
mineral the outer cellular layers. Since only the in- 
edible hulls are removed in the milling proc- 
content ess, the entire mineral content of the edible 
whole grain is retained in ready-to-cook 
oatmeal. 


Cooking in the home neither removes, nor 
lessens, nor vitiates the minerals. 


The content of naturally-occurring iron 
and certain other minerals is notably high 
in oatmeal. In addition to the 4.5 mg. of 
iron in each 100 gm.! of rolled oats (dry), 
other nutritionally available minerals 
include potassium, phosphorus, magnesium, 
calcium, chlorine, copper, iodine, manga- 
nese, sodium, and zinc. The low sodium 
content makes oatmeal well-suited for 
sodium-restricted diets. 


Quaker Oats and Mother’s Oats are re- 
markably uniform in their mineral content, 
since careful selection of the oats used 
avoids the variations which climatic condi- 


Quaker Oats and Mother’s 


Oats, the two brands of oatmeal ‘ 
offered by The Quaker Oats tions and soil fertility may impose. 


a Company, are identical. Both 
oe brands are available in the 


For its high mineral content, as well as its 


Quick (cooks in one minute) high protein and vitamin content, oatmeal 
merits the physician’s continued recommen- 
which are of equal nutrient 

value. dation as a key dish of America’s breakfast. 


1. Watt, B.K., and Merrill, A.L.: Composition of Foods 
—Raw, Processed, Prepared—Washington, D.C., 
United States Department of Agriculture, Agricultural 
Handbook No. 8, 1950. 


The Quaker Oats @mpany 


CHICAGO 
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full-term freedom. 
from leg 
cramps{ 


ald 
STORCAVITE 
a new preg#ancy formula with phosphate-free 
calcium gefived from oyster shell 


plus vitamins plus minerals plus hematinic factors 


Each STORCAVITE tablet contains: 


Calcium (elemental) 67 mg. Calcium Pantothenate 2.5 mg. 
(purified powdered 


VitaminC ........... 33.4 mg. 
eyster shen 3 ports) Folic Acid ........... 0.05 mg. 
(Calcium gluconate 

1 part) Vitamin Byo ......... 1 mcg. 
Vitamin A .......... 2,000 Units _!ron (reduced) ....... 10 mg. 
Vitamin D ........... 200 Units Copper 0.3 mg. 
VitaminE ........... 11.U. 0.03 mg. 
(tocopherols) Manganese .......... 0.3 mg. 
Vitamin By .......... 1 mg. Molybdenum ........ 0.03 mg. 
Vitamin Bo .......... 1 mg. Magnesium .......... 10 mg. 
Vitamin Bg .......... 0.5 mg. 0.2 mg. 
Niacinamide ........ 5 mg. mg. 


Dosage: 3 tablets, daily with meals. Supplied: Bottles of 100. 
qDue to improper calcium-phosphorus balance 


CHICAGO 11, ILLINOIS 


* TRADEMARK 
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HYDROCHLORIDE 
Promazine Hydrochloride 10-(-y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


*Trademark 


Miltary Med. 19:221-227 (Ot) 1956. 
 ° 


® SpaRINE Hydrochloride provides dramatic control of agitation in the acute 
psychotic, acute alcoholic, and drug addict. Especially promising has been the minimal 
toxicity observed—no case of liver damage has been reported. 


In a new study, Shea and others! find SPARINE effective for control of a wide range 


of conditions associated with various medical emergencies. In a series of 47 cases 
the authors found: 


“‘On all but 2 cases the doses used (25 to 200 mg.) permitted satisfactory control of 
such... problems as agitation, anxiety, nausea, vomiting, pain and hiccoughs.”" 


| 
Therapeutic Duration of Therapy 
Case No. | __ Diagnosis Indication Dose and Route in Days Response 


Control convulsions and for 
Tetanus relaxation | 100 mg.. IV. 


Good muscle relaxation 
| 

| 
| 
} 


noc 


Duodenal ulcer, 0.T.’s 50 mg.. Q6h, p.o. No trouble with nausea 


Peptic ulcer and 
_| Forsedation 50 mg.. a6h, p.o. 


Good response—no pains 


Pancreatitis— Gastritis Hyperactivity 50 mg.. Q6n. p.o. 


Good response—pain diminished _ 


50 mg.. 1.M 


Intracranial hemorrhage 
_and M.S. _Pain in muscles 50 me... Good control of muscle pain 
Pain from muscle and 
__ Ulcerative colitis - } vomiting Fair response 
Sickle cell crisis 
B | Narcotic addict Control pain 


Rt. lower lobe pneumonia | 
{Chronic alcoholio Control activity 


| 
Pneumonia Vomitingand D.T."s 


Abdominal pain 


Uremia be Vomiting controlled 


__Alcoholic (post) and pain in chest | LM. Controlled D.T.’s, pain relieved 


Alcoholic (post) Confused and disoriented P.0. Fair control 


HCVD—cerebral 
arteriosclerosis 


Rheumatoid arthritis 
Acute excitation 


Stricture of esophagus 


7 


Chronic giomerulonephritis Control nausea and vomiting 


| | 
: 
PROMAZINE IN THE MANAGEMENT GF MEDICAL DISTURBANCES' j 
| 
y | 
| 
q 
4 
=n 
| 
__ Behavior problem 50 mg., t.i.d., p.o. 9 
: mg., Q6h, p.o. 
16 Vomiting 25 mg.. 3 Controtied vomiting 


keep cold victims alert 


and on the job 


with a new fortified CORICIDIN® 


JOr té 


CAPsuLEs 


To clinically proved CoriciDIN are added two extra cold 
control factors plus antihistamine in full therapeutic 
dosage for thoroughgoing symptomatic relief no matter 


how severe the cold: 
Vitamin C —for stress and anti-infection support 
Methamphetamine —to counteract fatigue and “cold doldrums” 


each Cortcip1n® forté Capsule provides: 


Packaging: Bottles of 100 and 1000 capsules. 


Schering 


CN. J-610.156 


*a name synonymous with cold control 
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full relief 
for every part a 


of the severe cold 


CORICIDIN 
forté 


CAPSULES 
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CORICIDIN 
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: good for all “sounds” of cough 


The comprehensive formulation of CORICIDIN Syrup 
effectively eases cough and helps the patient to feel better, 


rest easier, recover more quickly. 


In any stage of a cold CORICIDIN Syrup not only controls 
cough, but by anti-allergic action it relieves congestive 
symptoms, and its classical analgesic formulation 
comforts the patient. Because of its pleasing taste, this 


versatile cough syrup is suitable for young and old alike. 


CORICIDIN syrup 


* aname synonymous with cold control 


Each teaspoonful (5 ec.) of CORICIDIN Syrup? contains: 


Dihydrocodeinone bitartrate . 


- 1.67 mg. 
Chlorprophenpyridamine maleate . 2meg. 
Sodium salicylate . 225 mg. 
Caffeine 30 mg. 
Glyceryl guaiacolate . 30 mg. 


If additional ingredients are desirable for special conditions, CORICIDIN 
Syrup is compatible with therapeutic amounts of other medicaments, 
such as codeine salts, belladonna tincture and ephedrine sulfate. 


dosage 


Adults— One teaspoonful every three or four hours, not exceeding 
four doses daily. 

Children 6-12 years — One-half adult dosage. 

Younger children — Adjust dosage according to age. 


packaging 


CorIciDIN® Syrup, 4-ounce, pint and gallon bottles. 


+Exempt narcotic, CN-J-64-156 
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For Pain-Free 


of everyday 


In “Rheumatism” 


THE PROPER FORMULA 
PROPERLY FORMULATED 


Physical separation of the 
steroid component from the 
aluminum hydroxide as pro- 
vided by the Multiple Com- 
pressed Tablet construction 
assures full potency and sta- 
bility of prednisolone. 


Mi wltrple 


combine : 


PREDNISOLONE 


ASP 


ASCORBIC ACID (50 mg.)|.. 


Bursitis 


IRIN (0.3 Gm.)............ 


ANTACID (0.2 Gm).............}- 


Early rheumatoid arthritis Synovitis 
Rheumatoid spondylitis 
Osteoarthritis 

Still’s disease 

Psoriatic arthritis 


Tenosynovitis 
Myositis 
Fibrositis 
Neuritis 
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Performance 
activitres 
Patients 


Compressed Tablets 


for anti-inflammatory, anti-rheumatic benefits 
at effective low dosage. 


.for analgesia plus additional anti-rheumatic 
activity. 


for anti-stress support that guards against ad- 


renal ascorbic acid depletion. 
(Ascorbic Acid present as 60 mg. Sodium Ascorbate.) 


. dried aluminum hydroxide gel minimizes the 
possibility of gastric distress. 


DOSAGE: 1-4 TEMPOGEN Tablets t.i.d. or q.i.d. 
(TEMPOGEN Forte, 1 or 2 tablets t.i.d. or q.i.d.) 


for one or two weeks. Then lower by 1 tablet every four 

or five days to maintenance level. Ss 

SUPPLIED: TEMPOGEN and TEMPOGEN Forte 

—in bottles of 100 Multiple Compressed Tablets. 

(TEMPOGEN Forte provides 2 mg. of prednisolone.) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc. 
PHILADELPHIA 1, PA. 
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announcing 


LIPO GANTRISIN 


‘Roche’ 


For round-the-clock therapy 
With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acetyl sulfisoxazole in vegetable 
oil emulsion 
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Ulysses between Scylla and Charybdis—Bettmann Archive 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. Side effects are not encountered, and no 
withdrawal problems have been reported. 

One study concludes: “Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect is 
brought out without evoking undesirable side reactions.”"! 


SALCORT. 


indications: each tablet contains: 

Rheumatoid arthritis . . . Cortisone acetate. . .. 2.5 mg. 

Rheumatoid spondylitis . . . Sodium salicylate . 

Rheumatic fever . . . Bursitis = hydroxide gel, 0.12 Gm 

... Still's Disease . . . Neuro- Calcium ascorbate. . . . 60.0 mg. 

muscular affections (equivalent to 50 mg. ascorbic acid) 
Calcium carbonate . . . 60.0 mg. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis by a Combination of Cortisone 
and Salicylates. Clinical Med. 11:1105 


*U.S. Pat. 2,691,662 


The S. E. MASSENGILL COMPANY, Bristol, Tennessee - New York + Kansas City « San Francisco 
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] USE RICHARD ARMOUR 


DOC ISN’T DOCTOR, IT’S 
DESOXYCORTICOSTERONE 


PROFESSIONAL CONDUCT Perhaps the time has come when we may have 
to develop a set of shorthand symbols for medi- 
A doctor cannot advertise, cal topics, corresponding to the notes of music 


and the symbols of algebra.—From a letter in the 


It is the worst of vices. 
I Journal of the American Medical Association. 


He may well cut his patient but 


He mustn’t cut his prices. The time has come, the doctor said, 
To write of many things, 
Nephrectomy, hypoxia. 


A doctor must not treat and tell ‘ 
And aural openings. 


In gossip or derision. 

He must be very circumspect In symbols, though, and not in words— 
It really will be ducky 

When Ky stands for kidney, not 
For Kinsey and Kentucky. 


About a circumcision. 


A doctor walks a narrow path, 


With many quick to shame him. Yes, R is rat and M is mouse, 
; And B is blood, my sweeting. 
If now and then he has a fling, And Hi? Well, it’s histology, 
I really wouldn't blame him. And not a word of greeting. 


90% EFFECTIVE IN TENSE, 
ANXIOUS PATIENTS 


PEACE oF MIND ATARAX 


BRAND OF HYDROXYZINE) 
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New Booklet Presents 
Latest Facts on Feeding the Sick 


Adequate nutrition during illness and convalescence is 
essential for recovery whether the patient is managed in 
the hospital or at home. In the latter case, physicians 
often must devote much time to instructing those re- 
sponsible for caring for the sick in good nutritional 
practices. 

“Meal Planning for the Sick and Convalescent” has 
been designed to relieve you of the need for repeating 
over and over again essential dietary facts. This new 
Knox booklet presents in layman’s language the latest 
nutritional applications of proteins, vitamins and min- 
erals, gives practical hints on serving food to adults 
and children, suggests ways to stimulate appetite and 
describes diets from clear liquid to full convalescent. 
Best of all it offers the homemaker for the first time 
detailed daily suggested menus for each type of diet, 
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plus 14 pages of tested nourishing recipes. 
If you would like copies of this new timesaving Knox 
booklet for your practice, use the coupon below. 


Chas. B. Knox Gelatine Company, Inc. 
Professional Service Department PS-18 
Johnstown, N. Y. 


Please send me....... copies of the new Knox 
“Sick and Convalescent” booklet. 


YOUR NAME AND ADDRESS 
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to meet t 


OLEANDOMYCIN TETRACYCLINE 


e 


therapy a new extended antimicrobial spectrum 
which includes even “resistant” staphylococci, while 
it provides protection against the emergence of new 
resistant strains. Indicated in genitourinary infee- 
tions due to E. coli, A. aerogenes, streptococci or 


Supplied: Capsules, 250 1 
tetracycline 167 mg.). 


auirements of antibiotic therapy today 


SY rgistically ngthe ned multi-spe ctrum antibiotic fori ulation 


d Le 
ment and Proguction | = 


prrzer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6,N.¥. | 


*TRADEMARK 


at home or in the office... 

— 
ak... - : 
mixed flora; may also be considered for 

4 4 
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in those intranasal disorders 


where thick mucopurulent discharge indicates 


there is secondary bacterial infection, prescribe 


i *Trisocort’ Spraypak* is the intranasal 

preparation which provides: 

(a) Hydrocortisone— the most effective intranasal anti-inflammatory 
agent: to reduce inflammation, edema, and 
engorgement. 

(b) 3 antibiotics gramicidin, polymyxin and neomycin: 
to neutralize both gram-positive and 
gram-negative bacteria. 

(c) 2 decongestants— phenylephrine hydrochloride and Paredrine} 
Hydrobromide: to assure both rapid 

and prolonged decongestion. 

Formula: Hydrocortisone alcohol, 0.02%; gramicidin, 0.005%; 
fi neomycin sulfate (equivalent to neomycin base, 0.60 mg. /ec.); 
polymyxin, 2000 U/ce.; phenylephrine hydrochloride, 0.125 ; 
a ‘Paredrine’ Hydrobromide, 0.5%; preserved with thimerosal, 
1:100,000, Available in 1% fl. 0z. squeeze bottles. 


Smith, Kline & French Laboratories, Philadelphia 1 


* Trademark 
TT.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, S.K.F. 
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lifesaving technique 
for the unborn 
high citrus intake 


Abortion-prone mothers deliver live babies 
in nearly 9 out of 10 pregnancies 


Reporting on 134 pregnancies in 100 habitual abortion 
patients, Javert* describes a management program that 
resulted in live deliveries in all but 16 pregnancies. 

The previous 95.2 per cent rate of spontaneous abortions 
was reduced to 11.9 per cent by his comprehensive regimen 
which includes a high citrus intake (supplying up to 

350 mg. of vitamin C daily), supplemented by 150 mg. of 
ascorbic acid and 5 mg. of vitamin K daily. Javert believes 
these antihemorrhagic vitamins “serve as a ‘never-leak’ 

. .. keeping physiologic decidual hemorrhage from 
becoming pathologic.” 


AVERAGE CITRUS INTAKE TO SUPPLY 350 MG. VITAMIN C DAILY 


28 oz. orange or 1 grapefruit Ya grapefruit 
grapefruit juice OF 2 oranges Or 1 orange 
2 tangerines 16 oz. orange juice 


Florida Citrus Commission, Lakeland, Florida 


*Javert, C. T.: Obst. & 
Gynec. 3:420, 1954; Cf. 


Greenblatt, R. B.: Obst. 
& Gynec. 2:530, 1953. 


ORANGES * GRAPEFRUIT* TANGERINES 
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What's the big news in low-cost x-ray investments? 


This new G-E PATRICIAN 


complete with 200-ma control and transformer 


YOURS... General Electric quality... 
complete diagnostic x-ray unit with tilt 
table... combined facilities for fluoroscopy 
and radiography — at a cost so low it de- 
serves your immediate investigation. 

New PATRICIAN gives you 81-inch 
angulating table...independent tubestand 
with choice of floor-to-ceiling or platform 
mounting . . . 200-ma, 100-kvp, full-wave 
transformer and control . . . double-focus, 
rotating-anode tube. 

Also, you get counterbalanced automatic 
Bucky, plus fluoroscopic screen that’s also 


counterbalanced, self-retaining in all table 
positions. You can take cross-table and 
stereo views. Focal-film distances range up 
to a full 40 inches at any table angle... 
as great as 48 inches cross-table. 

The new PATRICIAN can be yours on 
liberal purchase terms . . . or can be leased 
under the popular G-E Maxiservice® rental 
plan. Ask your General Electric x-ray rep- 
resentative for all the facts . . . or write 
X-Ray Department, General Electric Com- 
pany, Milwaukee 1, Wisconsin, for your 
copy of Pub. D-121. 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 
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for tranquilization without lethargy 


for gradual, sustained fall in blood pressure* 


DOSAGE: 200 mg. daily initially; may be 
adjusted within range of 50 to 500 mg. 
per day in single or divided doses, Most 
patients can be maintained on 100 to 200 
mg. daily. 


SUPPLY: 50 mg. and 100 mg. tablets, 
bottles of 100, 1000 and 5000. 


*navomin’® 19 A SQUIBB TRADEMARK 
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RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 
wide safety margin’ 


¢ Raudixin is not habit-forming. 
* Tolerance has not been reported.? 


* There is little danger if accidental or intentional 
overdosage should occur. 


* Does not cause liver dysfunction. 
* Serial blood counts not necessary during maintenance 
therapy. 


+ Less likely than reserpine to produce depression.® 


*NOTE: The hypotensive activity of Raudixin is specific for the 
hypertensive state. Raudixin does not significantly affect the blood 
pressure of the normotensive patient. 


References: 1. Galambos, A.: Angiology 5:449 (Oct.) 1954; 2. 
Leake, C.D.: Ohio State M.J. 52:369 (April) 1956; 3. Moyer, J.H. 
et al.: A.M.A. Arch, Int. Med. 96:530 (Oct.) 1955. 


SQUIBB 


Squibb Quality—the Priceless Ingredient 
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Meat... 


Good Nutrition and 
kndocrine Functioning 


A-160 


Maintenance of homeostasis attuned to health de- 
volves upon good nutrition and normal functioning of the enzyme 
and endocrine systems.'’’ Conversely, by impairing vital activities 
of the endocrines, poor nutrition can seriously disturb production of 
hormones needed to regulate metabolic processes. 

Intense and prolonged deficiency in essential nutrients and food 
energy depresses pituitary, gonadal, and other endocrine activity, 
leading to subnormal physiologic states. Clinical studies exposing 
male volunteer subjects to a semistarvation diet produced symptoms 
resembling those of various endocrine dysfunctions.’ Since the pitui- 
tary and other hormones are protein in nature, it appears logical to 
assume that protein nutrition plays an important part in their 
synthesis.° 

Meat, by supplying valuable amounts of high quality protein, 
B vitamins, essential minerals, and fat containing unsaturated fatty 
acids, contributes importantly to any role that good nutrition may 
play in the maintenance of the endocrines, their functioning, and 
the production of hormones. 

1. Ralli, E. P., and Dumm, M. E.: The Hormonal Control of Metabolism, in 


Wohl, M. G.: Modern Nutrition in Health and Disease, Philadelphia, Lea 
and Febiger, 1955, pp. 57-74. 

2. McHenry, E. W.: Nutrition and Endocrine Function, Borden’s Review of 
Nutrition Research, 76:17 (Mar.-Apr.) 1955. 

3. Ershoff, B. H.: Conditioning Factors in Nutritional Disease, Physiol. Rev. 
28:107 (Jan.) 1948. 

4. Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: The 
Biology of Human Starvation, Minneapolis, University of Minnesota Press, 
1950. 


5. Samuels, L. T.: Progress in Clinical Endocrinology, New York, Grune and 
Stratton, 1950, p. 509. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 
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effective in over 


O | % of cases 


Terra-Cortril 


brand of oxytetracycline and hydrocortisone To p i Cc al O j n t me nt 


Proved effective in 526 of 575 cases of varied dermatoses. ‘‘No adverse 
reactions were noted...” in the entire group.’ 


“This topical ointment is clearly advantageous in combining in one 
preparation hydrocortisone [CORTRIL®]...and oxytetracycline [TERRAMYCIN®], 
which is effective against many of the pathogens that commonly 

exist with pruritic dermatoses.’’? 


Supplied: In 1/2-0z. tubes, containing 3% oxytetracycline hydrochloride (TERRAMYCIN) 
and 1% hydrocortisone (CORTRIL). 


(Pfizer PFIZER LABORATORIES, Brovklyn 6, New York 
cs Division, Chas. Pfizer & Co., Inc. 


1. Robinson, R. C. V., and Robinson, H. M., Jr.: 
South. M. J. 49:260, 1956. 


2. Lubowe, I. I.: To be published. 


(2) 
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meyenberg 


Evaporated or Powdered, Meyenberg (the original) 
Goat Milk is a natural milk likely to give prompt 
control of cow’s milk allergy. It provides a soft, 
readily-digestible curd... will not cause the diarrhea 
often associated with milk substitutes. 


Meyenberg Goat Milk is nutritionally equivalent 
to evaporated cow’s milk in fat, protein 
and carbohydrates. 


Specify Meyenberg Goat Milk First. Evaporated 
in 14-ounce enamel-lined, vacuum-packed cans 
Powdered in 14-ounce, vacuum-packed cans. 


goat milk first! 


a= 


| JACKSON-MITCHELL 
1 Pharmaceuticals, Inc. 


For further \ Culver City, Calif. : 
| Serving the 
Medical Profession 


Since 1934 , 


POSTGRADUATE MEDICINE 


cow’s milk 
4 AZ 2 
| 
SS 
=— 
A-162 


“significantly for Cough 


Robitussin’ 
Robitussin’ 


“_.. the frequency and severity of 
paroxysms of coughing were 
markedly reduced”? 


Robitussin: glyceryl guaiacolate 
100 mg., and desoxyephedrine hy- 
drochloride 1 mg., per 5 ee. 


Robitussin A-C: same formula, 
plus prophenpyridamine maleate 
7.5 mg. and codeine phosphate 10 
mg., per 5 cc. 

1. Cass, L. J. and Frederik, W. S.: 

Am. Pract. & Dig. Treat. 2:844, 1951. 


2. Blanchard, K. and Ford, R. A., Rocky Mt. Med. Jl. 
52:278-84, 1955. 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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more positive 
diarrhea 
control 


for all ages...in all seasons 


(Donnatal with Kaolin 
and Pectin Compound) 


comprehensive correction of infectious, 
neuromuscular or emotional factors: 


reduces hyperperistalsis 
adsorbs toxins 

soothes mucosa 
neutralizes hyperacidity 


In each 30 cc: 


Kaolin (90 gr.) ° 
Pectin (2or.) ....-. 130 mg. 
Dihydroxy Aluminum 


Aminoacetate (71% gr.) 0.5 Gm. 
Hyoscyamine Sulfate . 0.1037 mg. 
Atropine Sulfate .. . 0.0194 mg. 


Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (14 gr.) 


Richmond 20, Virginia © 
Ethical Pharmaceuticals of Merit since 1878 ; 


obins A. H. ROBINS CO., INC., % 
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ATHEROGENIC INDEX VALUES IN VARIOUS AGE GROUPS 


GENIC 
INDEX  Averages* 
Age Group Age Group *Rige Group Nae Group 
30-39 40-49 50-59 60-69 


—_ 


* Averages derived from the following number of individuals in each group. 


heart disease: 


Q Normal females: 188 140 80 9 
e) Normal males: 284 473 267 74 
4 Males with coronary 9 148 61 


Here’s research in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reaching 300,000 g’s in the ultracentrifuge! 


The object: identification and quantitation 
of the giant molecules among the complex 
lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated pro- 
gression of coronary disease; disturbed lipid 
metabolism is suspected as a cause of athero- 
sclerosis. Blood fractionation by ultracentri- 
fuge has led to the development of atherogenic 
index values shown above: clinical athero- 
genic trends coincide with the atherogenic 
index obtained by this method. 


Application: the ultracentrifuge is now be- 
ing used to investigate the influence of dietary 
supplementation with “RG” Lecithin upon 
atherogenic index values in patients. 
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Adapted from Gofman, J. W., and others: Mod. Med. 21:119 (June 15) 1953. 


HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


This is but one phase of the vast research on 
disease states which apparently are associated 
with lecithin insufficiencies. Lecithin, a con- 
stituent of all cells and organs, emulsifier, and 
lipid transport agent, is the focal point of 
attention. 

Glidden’s “RG” Lecithin is the only lecithin 
made specifically for medically indicated 
dietary purposes. It consists of 90% natural 
phosphatides in dry, free-flowing granules re- 
fined from soybeans. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. It is usually given in amounts of one 
teaspoonful t.i.d. (7.5 Gm.). (In current clini- 
cal research, amounts up to 60 Gm. daily 
are used.) 


A preliminary report on lecithin in health 
and disease has been published and is avail- 


able to physicians on request. 


RG* LECITHIN «a cictery phosphatide supplement 


The Glidden Company - Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Oct. 1—To catch up on cor- 
respondence which grows more 
intricate and profuse. Reading 
also the periodicals which grow 
thicker and fatter and contain 
less nourishment. From Canada 
a novel called “The Sacrifice” by 
Adele Wiseman, replete with real- 
ism and symbolism and full of 


Jewish folklore. 


Oct. 2—To meet with the 
Boards of La Rabida and the Va- 
riety Club which will collect in 
the movies for rheumatic fever. 
and exchanged anecdotes with 
Leo Fisher, the sports writer. 
Tuesday evening is for the quiz 
programs and old Pepys never 
ceases to wonder at the special 
knowledge found in places where 
one would never expect it. 


Oct. 4—Mrs. Pepys passes an- 
other milestone with calls from 
the big children and the little 
grandchildren and messages from 
far and near. In the evening with 
Merriel Abbott, Phil Lewin and 
Lou Mindling to see a new show 
in the Empire Room with Paul 
Hartman, who comes near to W. 
C. Fields as the continually frus- 
trated little man. 


Oct. 5—Another day devoted 
to intensive scrivening, mixed 
with some hours of the World 
Series. 
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Oct. 6—In the morning with 
the papers and in the afternoon 
reading, television and tele- 
phones with a visit from Rose- 
mary Friedell, aged four, who is 
busier than all three. 


Oct. 7—In the morning to 
hear Louis Mann discuss prob- 
lems of marriage and divorce 
and in the afternoon doing the 
same myself at the Museum of 
Science and Industry where Tom 
Hull introduced old Pepys most 
handsomely. Then by the night 
train to Minneapolis. 


Oct. 8—At the Hotel St. Paul 
met by Mesdames Hilleboe and 
Reilly. Gave interviews to the Si. 
Paul Dispatch and the Minne- 
apolis Morning Tribune and did 
an interview for television. At 
noon some hours of conference 
with Teresa Cohen for Post- 
GRADUATE MepIcINE. Thereafter 
heard the last two innings of the 
World Series. Then to the Coff- 
man Memorial Union at the Uni- 
versity of Minnesota and sat be- 
tween Governor Orville Freeman 
and Bernard Ridder, the talented 
editor who has taken stereo pic- 
tures in the great galleries of 
Europe. Old Pepys spoke for the 
fiftieth anniversary of the Min- 
nesota Tuberculosis and Health 
Association; the Hennepin Coun- 
ty Woman’s Auxiliary put on a 
wonderful pageant on 50 years of 
progress. Here were all the col- 
leagues Salter, Meyerding, J. A. 
Myers and so many more who 
have given Minnesota leadership 
in the campaign against tuber- 
culosis with a death rate for the 
Twin Cities of 5.3; Milwaukee, 
second with 9.3; Los Angeles, 
third in cities of more than 500,- 
000, with 11.2. 


Oct. 9—In Chicago at 9:30 
A.M. and out on the plane to New 
York at 11 a.m. The pilot flew us 


YY, 


“Your desire to go into dark 


movies,” said the analyst, “represents 
your wish to return to the quiet and 
safety of your mother’s womb.” 
“Then why do | always buy pop- 
corn?” asked the patient. 


over Ebbetts Field where the 
Dodgers were tying the series at 
3 to 3. Then for three hours with 
Paul Warwick. Henry Legler and 
the staff and back on the night 
plane to Chicago—going east 
with a tail wind in 2 hours 15 
minutes and back against the 
same wind in 3 hours 30 minutes. 


Oct. 10—Working on various 
projects in publishing. In the eve- 
ning with the Ray Browns and 
Friedells to the opening of the 
Lyric Opera where “The Girl of 
the Golden West” brilliantly sung 
by Gobbi, Steber and Monaco 
with Mitropoulos conducting. 
After this a champagne party and 
a midnight supper, everyone 
gloriously attired. For supper 
with us came Wildman, the basso, 
and his pretty wife, a daughter 
of Dr. Nixon of San Antonio, 
and so off to bed. 


Oct. 11—For breakfast Wal- 
ter Kahoe to talk of publishing. 
At noon to fly to the St. Louis 
airport meeting Charles Haney 

(Continued on page A-166) 
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invitation to asthma? 


not necessarily 


Tedral, taken at the first sign of attack, often 
forestalls severe symptoms. 


relief in minutes... Tedral brings symp- 
tomatic relief in a matter of minutes. Breathing 
becomes easier as Tedral relaxes smooth muscle, 
reduces tissue edema, provides mild sedation. 


for 4 full hours... Tedral maintains more 
normal respiration for a sustained period—not 


just a momentary pause in the attack. 


Tedral provides: 


in boxes of 24,120 and 1000 tablets 


Tedral 


WARNER-CHILCOTT 
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and with him driving to Belle- 
ville. Illinois, where a new hos- 
pital is under way. First a cock- 
tail party and then meeting W. 


H. Walton. Fred E. Rose. C. L. 


Martin and all the ladies. Some 
800 assembled for dinner where 
Dr. Tegtmeier spoke. and old 
Pepys made all rally to the cause. 
Then drove the 78 miles to the 
airport and by Delta Airlines 
back to Chicago. 


Oct. 12—All the day with 
Henry Legler in conference and 
in the evening to the Swedish 
Club to speak for the Illinois 
State Historical Society on 
“Medicine in history.” Thereaft- 
er to Barbara Friedell’s to see 
Jack Woolf and Orien come from 
Dallas. 


Oct. 13—For luncheon all of 
Justin’s family and he regaled us 
with stories of the campaign. 
Then with Mistress Pepys to the 
Broadway Limited and played at 
“Scrabble” which is still a fine 
pastime for literate people. 


Oct. 14—In the Waldorf 
meeting Tom Rivers and Frank 
Ober for luncheon. watching the 
New York Giants defeat the 
Cleveland Browns. and in the eve- 
ning a cocktail party where the 


Dr. Pepys’ Pages 


polio committees assembled, trad- 
ing stories with John Cotton. 
Norm Topping. Basil O’Connor 
and Bob Buerki. 


Oct. 15—To the meeting of 
the Committee on Viruses which 
had before it a great variety of 
projects and in particular the 
aptly named ECHO viruses. In 
the evening a fine dinner where 
Basil O’Connor presented recog- 
nitions to Joseph Smadel and 
David Lloyd with some apt com- 
mentaries. 


Oct. 16—In the morning the 
Committee on Education and 
Publications which indicated that 
the foundation has now spent 
some 23 million on research and 
an almost equal amount on in- 
creasing the supply of medical 
personnel. In the evening to “21” 
and here old Pepys presented to 
Hart Van Riper, for all the com- 
mittee members. a Stereorealist 
camera with all the fixings. for 
Hart now becomes medical direc- 
tor of Geigy. 


Oct. 17—All the morning 
hearing of the respiratory cen- 
ters and in the afternoon with 
the Committee on After Effects. 
In the evening to dinner in the 
Empire Room. taking Professor 
Grasset. Gladys Rusk and the 
Rivers. and then to see “Too Late 
the Phalarope” by Alan Paton 
which is most impressive because 
of the choral accompaniment. the 
staging and some remarkably fine 
acting by Barry Sullivan. Be- 
tween acts met Dr. M. M. Sar- 
necki of St. Paul who likes old 
Pepys’ diary. Then with the 
guests to the Embassy Room find- 
ing it congested. uncomfortable. 
noisy and overrated. 


Oct. 18—First the General 
Advisory Board and _ thereafter 
the program committee for the 


International Poliomyelitis Con- 
gress. Tommy Turner presided 
and old Pepys wishes to award 
him right here the gold medal 
for a masterful accomplishment 
in his handling of some 18 virtu- 
osos most of whom were grind- 
ing axes and trying to hack down 
a resistant oak named Rivers. In 
the evening to meet Mel Evans 
and next to dine at the New York 
Academy of Sciences where were 
present Julian, Aldous and Math- 
ew Huxley: Aldous Huxley spoke 
of tensions. Dr. Frank Berger 
presided. Dr. Harry Solomon of 
Boston brought greetings from 
the American Psychiatric Associa- 
tion. He told of the time George 
Washington and his father, wear- 
ing chaps and Stetson hats. were 
traveling in Texas. Suddenly their 
travel was blocked by a tremen- 
dous tree which had fallen across 
the road. The elder Washington 
asked, “Who chopped down this 
tree?” George began, “Father, | 
cannot tell a lie . . .” and the 
elder Washington said, “Why 
not, son? You're in Texas.” 
Here are a few quotes: 


Like all other diseases, tension 
tends to narrow the patient’s aware- 
ness, until, in extreme cases, he is 
conscious of nothing but himself. 

Tension is not a_ severe illness, 
and those who suffer from tension 
are well enough to feel and suffer 
from the cramping self-centeredness 
imposed upon them by their psycho- 
somatic diserder. 

Man is a self-adoring egotist 
but an egotist who often feels an 
intense distaste for the object of 
his idolatrous worship. 


Oct. 19—By airplane to In- 
dianapolis lunching at the Co- 
lumbia Club, a stronghold of Re- 
publicanism. with Bill Meyers 
and playing at gin at Mosslers’. 


Oct. 20—To luncheon with 
my sister at Broadmoor Country 


(Continued on page A-168) 
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FORMULA 
multivitamins 


Each @PTILET Filmtab represents: 


Vitamin A..... 7.5 mg. (25,000 units) 
Vitamin D......... 25 meg. (1000 units) 
Thiamine Hydrochloride......... 10 mg. 


Vitamin Bi2 (as cobalamin concentrate) 6 mcg. 
............ 150 mg. 


Supplied: Bottles of 50, 100 and 1000 Filmtabs. 


Obbott 


*Filmtab: Film-sealed tablets, Abbott; pat. applied for. 


December 1956 
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Club, which has just blown itself 
to a million dollar clubhouse: 
then dining with the Sam Man- 
tels and to play mathematics 
again at Carroll Kahn’s. 


Oct. 21—Back to Chicago, 
reading en route the new tale by 
Monsarrat, “The Tribe That Lost 
Its Head.” which deals with the 
Mau-Mau in Africa, far better 
than Ruark since it is not con- 
cerned with big game hunting 
but much more skillfully with 
human motivations. 

In the afternoon to attend the 
marriage of Lynn Bellows which 
was staged most handsomely, all 
the elderly ladies weeping and 
all of the men thinking. 


Oct. 22—All the day at my 
desk and in the evening to hear 
“Die Walkie” gloriously sung 
with the dramatic music of Wag- 
ner perfectly integrated with the 
action of the opera and Inge 
Borkh’s singing. 


Oct. 23—Again at my scrive- 
ning, working on a record of 
medical progress and reading the 
text of Aldous Huxley on “The 
history of tension,” which is bet- 
ter than the spoken address. In 
the evening to hear for the “ump- 
teenth” time “I] Trovatore” with 
Bjoerling, who has greatly re- 
duced his weight, and found im- 
mense pleasure in the staging 
and the singing. being inclined 
to enjoy it. 


Oct. 24—By plane to Cleve- 
land where the Interstate Post- 
graduate Medical Association is 
assembled. First to view the ex- 
hibits and then to cocktails with 
Mesdames Sullivan and Cohen 
and next to the dinner, meeting 
many old friends—Ochsner. 
Schmidt, Crile—and enjoyed par- 
ticularly a barbershop quartet 
provided by General Electric. 


Dr. Pepys’ Pages 


A nursery school tot was asked: 

What does your teacher do when 
you misbehave? 

She answered: We get sent to the 
thinking table. 

The questioner continued: And what 
do you think about at the thinking 
table? 

She answered: We think about not 
hitting anyone. 

+ * * 


Oct. 25—Back by a Capital 
Viscount which old Pepys rec- 
ommends highly among planes. 
In the evening to hear the Chi- 
cago Symphony with Reiner con- 
ducting and a Hungarian pianist 
played Bartok dazzlingly. 


Oct. 26—All the day at my 
scrivening. In the evening to a 
party at the Standard Club and 
then to hear Von Karajan con- 
duct the Berlin Philharmonic 
which reaches great heights in 
Beethoven’s “Eroica.” Thereafter 
back to the wonderfully lavish 
party of Roland and Henrietta 
Frieder, seeing the Franklin 
Kahns, Judge Braude, Roy and 
Mildred Grinker, Baranciks, and 
many more friends whom my 
traveling prevents me from see- 
ing often enough. 


Oct. 27—Farly in the morn- 
ing with the Friedells driving to 


Kamlake Farm which is Karl 
Meyer's palatial edifice and after 
lunch on to Champaign, betting 
Sam Hoffman 10 to 1 that Michi- 
gan State would defeat Illinois 
which they did not, chiefly be. 
cause, old Pepys thought, the 
Michigan drives were repeatedly 
stopped by penalties for illegal 
use of the hands. So back to the 
farm for a glorious dinner and 
observed the new library that 
Karl has constructed of pecan 
wood, and had some brave talk 
with Dan Ryan, Bill Ericksen, 
Fred Hertwig and the ladies and 
slept most of the way riding back 
to Chicago. 


Oct. 28-—Entertaining great 
numbers of grandchildren and 
for dinner to Sam Pearlman’s, 
the otolaryngologist, after which 
did well in gin with Arthur Rub- 
loff, real estate tycoon, Larry 
Joselit and Roy Grinker. who 
didn’t do so well. 


Oct. 29—All day with a heavy 
mail and reading in between 
“Rachel Cade” by Charles Mer- 
cer, another novel of the Bantu 
with a nurse missionary who be- 
comes a doctor. In the evening to 
hear “Don Giovanni” at the Lyric 
Opera and enjoyed all of it. 


Oct. 30—A day of reading in 
the Crerar Library—biographical 
data on Drs. Isaac Abt and Julius 
Hess—and skimming through 
many periodicals. 


Oct. 31—To the Drake Hotel 
to sit with Steve Herlitz. Rodri- 
guez. McDowell, Calderwood of 
the State Department, and repre- 
sentatives from many pharma- 
ceutical companies to talk of 
Revista and the Confederation. 
In the evening to hear “La Travi- 
ata” with Steber, Simoneau and 
a fine cast, and the audience 
again highly appreciative. 
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EATON LABORATORIES 
Norwich at New York 


Gum 
NITROFURANS 


a new class of antimicrobials 
neither antibiotics nor sulfonamides 


December 1956 


Furadantin 


BRAND OF NITROFURANTOIN 


“Successful results were obtained in all pregnant patients.’”” 


Average dose: one 100 mg. tablet, 
q.i.d.; 1 tablet with each meal and 
1 with food or milk on retiring. 


Tablets: 50 and 100 mg., bottles 
of 25 ard 100. 
References: 1. Kass, E. H.: Am. J. Med. 18:764, 


1955. 2. Diggs, E. S., Prevost, E. C., and Volderas, 
J. G.: Am. J. Obst. 71:399, 1956. 
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Hydrochloride 
Tetracycline HCI Lederle 


in the treatment of 


UROLOGISTS report the decided advantages of 
oral efficacy, minimal side effects, and 
wide range antibacterial activity offered by 
ACHROMYCIN in the treatment of urinary tract 
infections. 


Finland’s' group of patients with acute infec- 
tions of the urinary tract (principally E. coli) 
demonstrated excellent response, both clini- 
cal and bacteriological, following administra- 
tion of tetracycline. 


Prigot and Marmell’ reported 49 out of 50 
patients with gonorrhea showed a negative 
smear and culture on the first post-treatment 
visit. Purulent discharge disappeared in these 
patients within 24 hours after a usual 1.5 Gm. 
dose of tetracycline. 


Trafton and Lind?’ found tetracycline 
(ACHROMYCIN) an effective antibiotic for 
treating many urinary tract infections caused 
by both Gram-negative and Gram-positive 
organisms. 


English, et al.* noted that a daily dose of 1 to 
1.5 Gm. of tetracycline resulted in urinary 
levels as high as 1 mg. per milliliter. 


To suit the needs of your practice and to fur- 
ther the patient’s comfort ACHROMYCIN is 
offered in a complete line of 21 dosage forms. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY Lederle) 


PEARL RIVER, NEW YORK 


References: 

1. Finland, M., ef 1542561 (Feb. 13) 1954. 

2 Prigot, A. and Marmell, M. Antibioties and Chemotherapy 4:1117 
(Oct.) 1954 

Trafton, and Lind, Wo: idem 4:697 (June) 1954. 

i. English, A., ef idem 4:441 (April) 1954. 
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Forty-first Interstate Assembly — A Report 


Ture is no place where a better postgraduate 
course can be obtained than at one of the Assem- 
blies of the Interstate Postgraduate Medical As- 
sociation.” stated Dr. Alton Ochsner, Associa- 
tion President. in his dinner address* at the 
forty-first annual Assembly in Cleveland in Octo- 
ber. As in past years. the four day meeting offered 
a comprehensive program of addresses, clinics 
and panel discussions, as well as an impressive 
array of scientific exhibits covering a broad 
range of subjects relating to current medical 
practice. The number of physicians attending all 
sessions was highest of recent years. 

A new feature of the scientific exhibit was the 
awarding of special Merit Citations to three ex- 
hibits. The winners were: first place. “Casualty 
treatment.” by the Dental Division, Bureau of 
Medicine and Surgery, Department of the Navy. 
Washington, D.C.; second place, “Struma lym- 
phomatosa: New concepts of pathologic physi- 
ology. diagnosis and treatment.” by P. G. Skil- 
lern, Jr., M.D., J. B. Hazard. M.D., George Crile. 
Jr.. M.D., E. P. McCullagh, M.D.. Lena Lewis, 
Ph.D. and Helen Brown, Ph.D.. Cleveland Clin- 
ic, Cleveland, Ohio*; third place, “Ventricular 
septal defect: Diagnosis and surgical treatment.” 


*To be published in Posterapvare Venicive. 


by H. B. Burchell. M.D.. R. O. Brandenburg. 
M.D., A. J. Bruwer. M.D.. D. E. Donald, M.D.. 
J. W. DuShane. M.D.. J. E. Edwards, M.D., H. 
G. Harshbarger. M.D.. J. W. Kirklin, M.D., H. 
J. C. Swan, M.D. and E. H. Wood, M.D.. Mayo 
Clinic, Rochester, Minnesota.* 

Newly elected officers named by the Assembly 
are: president, Dr. J. Mather Pfeiffenberger. Al- 
ton, Illinois; president-elect, Dr. Tom D. Spies. 
Director, Nutrition Clinic, Hillman Hospital. 
Birmingham, Alabama, and Professor and Head 
of the Department of Nutrition and Metabolism. 
Northwestern University Medical School, Chi- 
cago: speaker, Dr. Donald C. Conzett, Dubuque. 
lowa: vice-speaker, Frederick W. Madison, Mil- 
waukee; vice-presidents, Dr. C. Glenn Curtis. 
Brea. California; Dr. E. Harry Botterell, Toron- 
to: Dr. James R. Jarvis. Van Wert. Ohio. and 
Dr. John Laughrey, Sutersville, Pennsylvania: 
secretary-treasurer. Dr. Erwin R. Schmidt, Madi- 
son, Wisconsin. 

The 1957 Interstate Assembly will be held at 
the Palmer House, Chicago, September 29 to 
October 3, inclusive. Advance programs will be 
available from: Mr. Roy T. Ragatz, Executive 
Director, Interstate Postgraduate Medical Asso- 
ciation. Box 1109, Madison 1, Wisconsin. 


EXHIBIT AWARD WINNER 


“Casualty treatment,” a scientific exhibit from the Dental Division, Bureau of Medicine and Surgery, Department of 
the Navy, Washington, D.C., which received the First Award For Merit at the forty-first annual Assembly of the Inter- 


state Postgraduate Medical Association at Cleveland, 
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FOR SIMPLE ECZEMA 


TASHAN'™ CREAM ‘Roche’ provides welcome re- 


lief from symptoms and speeds the healing process. 


Each gram contains: 


Vitamin A 10,000 U.S.P. units 
d-Panthenol a 50 mg 
Vitamin D2 . . 1,000 U.S.P. units 


Vitamin E (d/-alpha-tocophery] acetate) 5 mg 
in a cosmetically pleasing absorptive base which 
fastidious patients will appreciate. Tubes, 1 ounce. 


HOFFMANN-LA ROCHE INC * NUTLEY 10 = N.J. 
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Dallas 


(formerly the Jefferson) 


Everything’s new . . . completely redecorated 
and air-conditioned! Adjoining garage. 
Same convenient location overlooking 
Ferris Plaza—near Union Station, main 
highway routes, and all city-wide trans- 
portation. Famous for fine foods. 


DALLAS, TEXAS 
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THE CASE 
FOR EARLY CONTROL 
OF HYPERTENSION!’ 


In the Guest Editorial for GP in July, Dr. Edward D. Freis 


reexamines two major questions: 


1. Should Hypertension Be Treated Early? ['reis 
finds the case for early treatment to rest on cause-and- 
effect evidence: “. . . high pressure, ... and nothing else 
but this high pressure, creates many if not all the organic 
manifestations that lead to the final disability and eventual 
death of the patient.”” The “evidence presents a cogent 
argument for the treatment of hypertension early before 


9971 


vascular damage has occurred. 


2. What Is the Role of the More Potent Agents? 
“... the evidence ...suggests that the technique |for the 
effective and safe use of such agents as ANSOLYSEN] 
should be more widely learned and employed. Further- 
more, ... the patients with early hypertension, especially 
those without renal damage, are far more easily con- 
trolled, with fewer side effects, than the patients with 
advanced hypertension.””! 


Freis cautions that these views are not presented as dogma; 
“... they have been developed to show the other side of 
an argument that seems to have many points in its favor.’”! 


1. Freis, Edward D.: Guest Editorial. GP 14:72 (July) 1956. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 


Philadelphia 1, Pa. 
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Technical Exhibits 


In Print 


PHARMACEUTICAL SPECIALTIES, SURGICAL INSTRUMENTS, PEDIATRIC AND DIETETIC 
FOODS, MEDICAL BOOKS AND OTHER PRODUCTS AND SERVICES 


Abbott Laboratories 


Tridione; Paradione; Phenurone; Gemonil . A-17 
A-114 
Optilets ....... A-167 
American Bakers Association ......... A-46 
American Meat Institute ...... A-160 
Ames Company, Inc.—Clinitest A-16 
Nostyn . A-140-141 
Armour Laboratories, The 
HP Acthar Gel ......... : A-105 
Chymar ... A-178 


Ayerst Laboratories. 


Beminal 817 A-20-21 

Bard-Parker Company, Inc. 

B-P Rib-Back Surgical Blades .... A-135 


Burroughs Wellcome Company, Inc.—Vasoxyl  A-111 
Chatham Pharmaceuticals, Inc.—Koagamin A-54 
Ciba Pharmaceutical Products, Inc. 


_.. A-47-Fourth Cover 
Davies, Rose and Company, Ltd.—Digitalis ... . A-26 
Desitin Chemical Company—Desitin Ointment A-12 
Eastman Kodak Company ..... eee A-72-73 
Eaton Laboratories—Furadantin A-169 
Florida Citrus Commission .. A-157 
Geigy Pharmaceuticals—Butazolidin A-87 

Preludin A-173 
General Electric Company—G. E. Patrician A-158 
Glidden Company—RG Lecithin . A-163 


Revitalize the 


geriatric 
patient... 


e stimulates cerebral 


circulation 


e improves 
cerebral nutrition 


Gray Pharmaceutical Inc.—L-Glutavite A-112 

Hoffmann-La Roche, Inc. 
Gantricillin ; Tashan Cream 
Tashan Cream 


A-30 
..Facing A-48-49 
A-60-124-138-174 


Ilidar; Roniacol A-102 
Lipo Gantrisin ........ A-150 
Hotel Dallas ...... 


Irwin, Neisler & Company 
Synatan; Seco-Synatan 
Jackson- Mitchell Pharmaceuticals, Inc. 


Meyenberg Goat Milk ........ A-162 
Johnson & Johnson—Adaptic ..... . A-123 
Knox, Chas. B., Gelatine Co.—Gelatine A-153 
Lakeside Laboratories, Inc.—Cantil . A-80 

Dactil ..... A-81 
Lederle Laboratories—Pronemia .. A-29 

A-63 

Diamox ........ A-75 

Pathilon .. A-106-107 

A-170-171 
Leeming, Thos., & A-36 

Calmitol ...... A-122 
Lilly, Eli, & Company 

Sandril with Pyronil .... A-33 

V-Cillin-Salfa ............. A-113 
McNeil Laboratories, Inc. 

A-10 

Butiserpine A-61 

A-92-93 


Flexin 

Massengill, The S. E., Company 
Homagenets Facing A-64-65 


e increases mental 
and physical vitality 
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Technical Exhibits—Continued 
Merck Sharp & Dohme, Div. Merck & Co., Inc. Saunders, W. B., Company ............ .....-A-14-15 

Inversine .... .....A-58-59 Metimyd .. _A-50-51 

Urecholine .. A-109 Meti-Derm Facing A-98-99 

Tempogen _A-148-149 Coricidin ... A- 146; Facing A-146- wii A-147 

Altepose ......... Third Cover Searle, G. D., Company—Rolicton A-l 
Merrell, The Wm. S., Company Sherman Laboratories—Protamide : A-32 

Meratran with Reserpine A-24-25 Smith, Kline & French Laboratories—Ecotrin A-28 

Tace .. A-110 Thorazine A-104 
Mutual of Omaha—Insurance A-60 A-156 
National Drug Company—Hesper-C ; . A-115 Squibb, E. R., & Sons, Div. Mathieson Chem. Corp. 

Ortho Pharmaceutical Corporation—Rarical ... A-133 Pentids A-23 

Benylin; Ambenyl .... _A-56-57 Engran ... A-82 

Eldec Kapseals A-96-98-99 Mysteclin .. A-84-85 
Pet Milk Company—Evaporated Milk ; A-53 Raudixin .... A-159 
Pfizer Laboratories, Inc.—Ataraxoid ... A-23 Strasenburgh, R. Company—Biphetamine A-97 

Neo-Magnacort A -8-68-69-90 U. S. Vitamin Corporation—Methischol A-11 

Sterane A-31 Upjohn Company, The 

Sigmamycin A-40-41-116-117-128-129-154-155 Alba-Penicillin Facing A-114-115 

Magnacort A-60-68-69-174 Walker Laboratories, Inc.—Precalcin A-27 

Tyzine A-95 Wallace Laboratories, Inc., Div. Carter Products 

Pitman-Moore Company Wampole, Henry K., & ‘Company, Inc. 

Novahistine; Novahistine-DH A-70-71 Vastran .. A-176-177 
Quaker Oats Company, The—Oatmeal A-142 Warner-Chilcott. Laboratories—Tedral A-165 
Revlon Products Corporation—Baby Silicare A-91 Warren-Teed Products Company, The—Axofor .. A-43 
Riker Laboratories, Inc. Welch Allyn, Inc.—Otoscope Specula . A-131 

Medihaler-Nitro; Pentoxylon A-48 White Laboratories, Inc.—Gitaligin re 

Rauwiloid A-125 Winthrop Laboratories, Inc. 

Robins, A. H., Company, Inc. -Donnagesic A-39 Monodral with Mebaral ere A-4 

Robitussin: Donnagel Facing A-162-163 Wyeth, Inc.—Equanil ..... A-9 
Roerig, J. B., & Phenergan .... A-55-103 

Atarax A-35-72-83-152 Pee Veo ....... A-67 

Storcavite A-73; Faci ing A-130-131 
Rorer, William H., Inc.—Maalox A-65 Spare ....... _A-144-145 
Rystan Company, Inc.—Panafil A-139 Ansolysen .... 


VASODILATOR AND SAFE METABOLIC STIMULANT 


Ineach VASTRAN tablet’ 


ridoxine 
Nicotinic acid 50 mg. 1me. 
Ascorbic acid ...100 mg. Calcium pantothenate 5mg. 
Riboflavin 5mg. Cobalamin 


Thiamine mononitrate.. 10 mg. (Vitamin B,> activity) 2 mcg. 
Bottles of 100 and 500. 


In each cc. of VASTRAN AMP solution’ 


Nicotinic acid (as sodium salt) 20 mg. 
Adenosine-5-Monophosphoric acid (as sodium salbt).......... 25 mg. 


In 5-cc. sterile vials. 


Also effective in relieving muscle and joint pain, and in 
Overcoming circulatory insufficiency, as in Raynaud's 
disease, Buerger’s disease, varicose veins and other 
Peripheral vascular disorders. 


After each dose — oral or intramuscular — patients ex- 
perience a warm, tingling flush to substantiate Vastran’s 
Vasodilating effect. 


Nicotinic acid, as provided in Vastran, has been found 
in numerous Clinical tests to improve cerebral circula- 
tion and nutrition in elderly patients and to stimulate 
the central nervous system. Other coenzymes in Vastran 
spark metabolism in brain and body. Thus, Vastran helps 
to arrest geriatric slowdown, to overcome apathy and 
fatigue, and to provide prophylaxis against the psychoses 
of late maturity. 


Send for free sample of 
VASTRAN tablets and literature 


WAMPOLE LABORATORIES 
Henry K. Wampole & Co., Inc. > Philadelphia 23, Pa. 
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Typical “black eye” before Chymar 


anti-inflammatory 


enzyme can do 


CHYMAR 


injectable anti-inflammatory enzymatic 


agent with systemic action ‘3days after starting Chymar therapy. 
Chymar injected in 0.5 cc. doses 
every 8 hours. 


What it is— 


Chymar is a suspension of chymotrypsin, a proteolytic enzyme, in 
sesame oil, for intramuscular injection. 


What it does— 


Chymar controls inflammation and restores normal circulation. 
It hastens absorption of hematomas, minimizes tissue necrosis 
and promotes healing. 


Why Chymar is so safe— 


There are no systemic side effects with Chymar. Chymar does not 
interfere with blood clotting, and no clotting time or serum protein 
determinations are necessary. There are no known contraindications 
to Chymar and no known incompatibilities. 


Indications: Chronic ulcers (stasis, varicose, diabetic) ; 
reduction of hematomas; swelling due to trauma; cellulitis; 
bursitis and arthritis; phlebitis; and inflammation of the eye 
(iritis, iridocyclitis, chorioretinitis, uveitis). 


Shipped in 5 cc. vials. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


A-178 
POSTGRADUATE MEDICINE 


ib} 
‘ 
4 


When patients start to gain weight, they often be- 
come less active—and gain more weight! Health 
may suffer. You can stop this vicious circle, make 
it easier for patients to achieve and maintain nor- 
mal weight by prescribing ALTEPOSE. It makes 
reducing easier because it provides ‘Propadrine’ 
to curb appetite, thyroid to release tissue-bound 
water and ‘Delvinal’ to relieve irritability. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc.. PHILADELPHIA 1. PA. 
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Helps her keep slim—and active " 


Lift the depressed patient up to normal 
without fear of overstimulation ... 


R f a n 
A HAPPY MEDIUM 
IN PSYCHOMOTOR 


with new 


STIMULATION 


e Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
‘‘without let-down or jitters. ..’’! and counteracts over- 
sedation caused by barbiturates, tranquilizing agents and 
antihistamines. 


Ritalin is not an amphetamine. Except in rare instances it 


does not produce jitteriness or depressive rebound, and has 
little or no effect on blood pressure, pulse rate or appetite. 


Reference: 1. Pocock, D. G.: 

Personal communication. Average dosage: 10 mg. 
b.i.d. or t.i.d. Although 
individualization of 


RITALIN® hydrochloride dosage is always of para- 
(methyl-phenidylacetate mount importance, the 
hydrochloride CIBA) high relative safety of 


Ritalin permits larger 
doses for greater 
effect if necessary. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. 
(blue); bottles of 100, 
500 and 1000. Tablets, 
20 mg. (peach-colored) ; 


bottles of 100 
and 1000. r—/ 


CIBA 


2/2193 SUMMIT, N.J- 
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